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mortality attending total and 

subtotal paravertebral thoraco- 
plasty of Sauerbruch, I tried during the 
first few years to arrive at a less severe 
method with the aid of plombage. At 
first I performed these operations more 
as a provisional plombage, combined 
with a partial thoracoplasty and a loos- 
ening of the upper portion of the lung. 
As so often happens, I quite undeserved- 
ly had the gratification of witnessing 
a substantial improvement in results 
rendering it possible to continue the 
surgical treatment, which had not at 
first been considered possible. 

I must admit, however, that I have 
subsequently seldom observed a like 
satisfactory result among the 37 plom- 
bage operations I have performed. The 
reason for this has only recently occur- 
red to me in connection with the technic 
I have hit upon for cases in which the 
indications are more or less dubious and 
the prognosis is difficult to assess, espe- 
cially as regards the immediate mortal- 
ity risk. Under these circumstances it 
has become clear that what I had done in 
the first case was nothing but a form of 
thoracoplasty in stages, combined with 
a temporary plombage, i.e., just the form 
of operative technic that Walter Schmidt 
has so zealously practiced at the sana- 
torium for the surgical treatment of 


(Fortis impressed by the high 


pulmonary tuberculosis at Rohrbach, 
near Heidelberg. The difference is merely 
that I have worked from the back of 
the chest, whereas Schmidt consistently 
did his first stage from the front. After 
studies under Sauerbruch and others I 
adopted a much more definite plombage, 
which did not permit of a continuation 
of the operation, at any rate not without 
involving great difficulties for the sur- 
geon and increased risks for the patient. 
In other words, the greatest drawback 
of plombage, and that which makes the 
method inadvisable in this form, is the 
difficulty, not to say the impossibility, of 
continuing the collapse therapy if such 
should be found necessary. 

A follow-up examination of all our 
plombage cases was undertaken at the 
end of 1940, with the result indicated 
in the accompanying table. It should not 


TABLE 
PLOMBAGE BY SAUERBRUCH-BAER’S TECHNIO 


Number of patients 

Operative mortality (4 wks.) .. .... 
Total mortality 

Of them, after thoracoplasty 
Tb.—negative patients, 1940 

Of them, capable of work 
Tb.—positive patients 


be regarded as too discouraging, 
that very many of the cases composing 
the material were prognostically unfav- 


orable ones, the first period including 
several severe bilateral cases which, 
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according to our present experiences, 
ought never to have been operated on. 
For some of these patients it has meant 
increased hope of future health, and 
from this point of view I may be permit- 
ted to say that the operation was to 
some extent justifiable. 

In fact, I am still convinced that in 
a certain limited number of cases a defi- 
nite plombage is indicated, although as 
a way out of our difficulties for more 
general use it has disappointed our 
hopes, at all events in the form it has 
hitherto been practiced. The most im- 
portant cause of this failure, it seems 
to me, is that im those cases in which 
plombage has failed to achieve its ob- 
ject, there has been no means of remov- 
ing the plug in a simple and safe way 
and continuing the operation. 


I can, however, acquiesce to some extent in what 
Kremer writes about plombage in Kollapstherapie 
der Lungentuberkulose, viz., ‘‘The pronounced fav- 
orable effect of the plombage operation in predom- 
inantly unilateral cirrhotic tuberculosis for which a 
thoracoplasty is not possible will always give it an 
assured place in collapse therapy. Moreover, it justi- 
fies the employment of an upper lobe plombage in 
many cases for which thoracoplasty is per se not con- 
tra-indicated. The slight risk and the smaller de- 
-~ of disfigurement associated with it also speak 

favor of plombage. ’’ 


The methods published by Holst and 
Semb, of Oslo, and consisting essentially 
of an extra-fascial apicolysis undoubt- 
edly aroused fresh hope in many, espe- 
cially as the strict division of the opera- 
tion into stages gave promise of reducing 
the mortality. These methods have 
proved a disappointment to me, possibly 
on account of deficient technic and in- 
sufficient experience with the procedure. 
Certain complications have become 
more accentuated after these measures, 
this applying more especially to that 
sometimes severe infection in the soft 
parts and in the extrapleural wound- 
cavity which does not seem to follow 
the usual laws of post-operative wound 
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infection. Nor has the final collapse 
after these operations, when performed 
in stages, been so satisfactory as could 
be desired. In certain cases the result 
has been extremely good, this applying 
in particular to the rather early, mild, 
stage of this operation, which consists of 
plombage after resection of one, two, or 
at most three of the uppermost ribs on 
the ventral side. At the second stage 
six or seven ribs, at times even eight, are 
resected on the dorsal side, 1.e., sufficient 
to ensure that in this stage the scapula 
falls well in. This method possesses 
several advantages. Even at the first 
stage, thanks to the loosening of the 
lung and the insertion of the temporary 
plug, a compression is secured of the 
whole of the diseased area. The plug 
gives a powerful support to the front 
wall of the chest as well as to the medi- 
astinum, this latter fact being of great 
value at the second stage. In the un- 
complicated cases only a small number 
of ribs need be resected and the opera- 
tion could possibly be performed in one 
stage, and for such cases this has be- 
come the operation of choice with us. 
In all the other cases, and especially 
the severe ones of upper lobe tubercu- 
losis with extension to the opposite 
lung or with other complications, we 
have come more and more to prefer 
the form of thoracoplasty launched by 
Walter Schmidt. Both the operations 
are considerably lighter for the sur- 
geon as well as for the patient. Since 
we have learned to master the technic 
fully, no serious complications have 
followed these operations. At first, 
probably acting under the influence of 
the general desire to secure an exten- 
sive apicolysis, I made excessive loosen- 
ings from the front wall of the chest and 
then had severe infections in the result- 
ing cavity in one or two cases, possibly 
from cavity lesions. This has never sub- 
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sequently occurred. I have been able in 
every way to confirm Walter Schmidt’s 
view that in this form plombage does not 
occasion any insurmountable difficulties. 
Moreover, the plug can be taken out 
without difficulty at the least sign of in- 
fection of the wound-cavity or other 
complications. However, it ought never 
to be removed until after from ten to fif- 
teen days, when it will have had time to 
perform its most important duty of giv- 
ing adequate stability to the plug-bed. 
The wound usually healed by first inten- 
tion, but even in those cases in which it 
healed by second intention this caused 
no troubles. One often gets a strong im- 
pression of the correctness of Walter 
Schmidt’s statement to the effect that 
the plug is, as it were, fed forward at 
the right moment. Frequently the plug 
remains in position, and is then also 
allowed to do so until signs are noticed 
of a forward bulge of the front thoracic 
wall or other symptoms which make it 
evident that the plug is seeking a way 
out of its bed. In such eases its extrac- 
tion is always very simple. It can be 
effected under local anesthesia or under 
light etherization. The whole plug is 
taken out, the cavity is washed as care- 
fully as possible with some antiseptic, 
as rivanol or chloramine, and the wound 
is immediately closed. I have never seen 
any serious complications after this 
operation, even though the mouth of a 
fistula may occasionally remain open for 
a short time. 

This method has undoubtedly enabled 
us to attain considerably better results 
in every respect than previously. We 
have not, practically speaking, to expect 
any primary operative mortality. In 
the first operation from the front we 
consider we have a test operation which, 
if we carefully study the post-operative 
course, gives us a fairly clear picture 
of the patient’s vital powers to react to 
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surgical operations in general as well 
as of the general healing tendency of 
the tuberculous process. We can make 
this operation as mild as we wish in 
each special case. We can limit it 
to the resection of a single rib, in such 
cases usually the second. In certain 
doubtful cases we can omit the tempo- 
rary plombage, but this procedure has 
come increasingly less in question as 
our technic has improved. The first 
operation, which is at the same time a 
first stage and an important test oper- 
ation, need never cause any really severe 
general effect. In cases of emergency it 
can be performed under narcosis, prefer- 
ably induced with evipan sodium or tri- 
bromoethanol (avertin) with amylene 
hydrate, it being necessary to spare the 
patient shocks as far as possible. 

Just as experience from other fields 
shows that the patient bears surgical 
operations considerably better when 
they are performed in several stages, 
so may we also expect here some form 
of increased resistance to the following 
and more extensive operations. One can 
perhaps speak of an acquired power to 
resist operations better. This manifests 
itself more especially in reduced gen- 
eral effect and reduced risk of infection, 
and is most evident if the second stage 
is performed within a time limit not too 
distant from the first. A clear indication 
of the most suitable time for the second 
stage can be obtained by setting up a 
curve of the course of the sedimentation 
rate. 

A complication we have never had to 
deal with here is mediastinal flutter, as 
the inserted plug with its capsule, or the 
bed formed around it in those cases in 
which the plug has been taken out, con- 
tribute to the support of a possibly 
yielding mediastinum. Nor have we, 
thanks to these circumstances, ever ex- 
perienced the unpleasantness of seeing 
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a soft and yelding chest wall that oscil- 
lates backward and forward at every 
respiratory movement, sometimes bulg- 
ing out like a hernia during coughing or 
straining. 

Not without its value is undoubtedly 
the increased possibility plombage af- 
fords of securing a positive collapse of 
the parenchyma and stroma of the lung 
in the upper opening of the thorax. By 
this means, at least a partial solution 
has been gained of the problems posed 
by Perman in his anatomic investiga- 


tions of the upper zone of the thorax.. 


It is too early to make any precise 
statement of the permanent result, but 
we have a distinct impression that the 
percentage of definitively healed cavities 
is decidedly higher than in other forms 
of thoracoplasty employed by us. Not 
least of all in the prognostically unfav- 
orable cases of ‘‘giant cavity’’ do we 
consider that, after many failures, we 
have found in this method a progressive 
surgical procedure that gives us good 
and lasting results even in grave and ap- 
parently quite hopeless cases. In some 
of these cases it is doubtless also neces- 
sary to attempt a loosening of the lung 
of the type practiced by Semb. We have 
tried to effect this by removing the plug 
on the ventral side before the second 
operation, sometimes doing this in the 
same stage, first taking out the plug and 
then doing a posterior thoracoplasty. 
No doubt the removal of the transverse 
processes recommended by Perman may 
also be of value for the avoidance of 
remnant cavity, and ought to be tried in 
suitable cases. As a standard method it 
is, in my opinion, unnecessary on the 
same grounds as applied to the apicoly- 
sis. The size and position of the cavity 
ought to be decisive in the individual 
case. Resection of the angulus scapule 
has also been tried by us in suitable 
cases, but we have not found it in any 
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way advisable except on quite special 
indications. 

One weighty reason for our going 
over more and more to Schmidt’s meth- 
od for all cases in which the outlook can 
be denoted as in the slightest measure 
dubious is that a long, bitter, and dearly 
purchased experience has brought us 
to realize our inability to prejudge with 
any certainty the powers of resistance 
to a surgical operation possessed by the 
different patients. Still less have we 
been able to predict with any certainty 
a given individual’s vital powers of re- 
action, least of all in respect of the heal- 
ing tendency of the tuberculous process. 
Here, we still have to depend largely 
upon our ability to judge each case by 
intuition. No one who has worked on 
these problems for any considerable 
time can fail to acknowledge how often 
we are mistaken. 

It has often been our lot in Lands- 
krona to receive two patients at a time. 
How often have we not tried to weigh 
the possibilities of the two individuals 
against each other, and how often have 
we not been compelled afterward to 
admit that we have been completely mis- 
taken. The case from which we had 
expected least, perhaps nothing at all, 
has had a successful issue, and the case 
on which we had gone to work with 
enthusiasm has turned out a failure that 
has discouraged us for a considerable 
time. Faced with these facts, we cannot 
possibly fail to acknowledge the advan- 
tage of a method that enables us to pro- 
ceed with our surgical treatment as 
cautiously as possible and with the 
least possible risk of immediate mortal- 
ity, especially as the method would seem 
to offer equally good chances of attain- 
ing a definitively good result. 

As a further safeguard against those 
failures which must inevitably occur 
when one widens one’s field of indica- 
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tions beyond the usual limits, we have 
considered it expedient to divide our 
material, for the purpose of facilitating 
our determination of the indications 
for operation, into four different groups 
on a purely a priori basis of all we know 
of the patient, his previous history, and 
his present status. In this way it is 
easier at a post-operative examination 
to form a view of the immediate re- 
sults. We have now set up a primary 
division into four groups of all the 
patients sent to us for operation from 
the sanatoria. 

To Group I we refer all the cases com- 
ing in under the usual indications for 
collapse therapy. That is to say, all 
cases having unilateral, or practically 
speaking unilateral, cavernous phthisis 
with a distinct tendency to contraction 
of the lung. The cavity must not be 
overlarge, as this alone implies a consid- 
erably inferior prognosis for the case. 
Whether the limit can be set at the size 
of a pigeon’s egg or a hen’s egg, I will 
leave open, and this will always depend 
on the individual surgeon’s tempera- 
ment and experience. The patient must 
be in good general condition and not 
exhibit any complications from other or- 
gans, not be too young, too old, or too 
fat, and so on. A complicating tuber- 
culosis of the larynx need not straight- 
away disqualify a patient from inclusion 
in Group I, even though it must be a 
premonitory sign to place him on the 
border to Group II. A complicating in- 
testinal or renal tuberculosis, on the 
other hand, inevitably places the case 
outside the first group. In other words, 
in Group I are classed all patients for 
whom both the phthisiologist and the 
surgeon consider they can positively 
advise an operation, and even consider 
they are justified in using a certain 
amount of personal persuasion to con- 
vince the patient that surgical measures 
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ought to be taken. This definition ex- 
presses perhaps more than anything 
else what we mean by Group I. 

To Group II are referred those pa- 
tients who have some complication in 
the form of bilateral tuberculous changes 
of the lungs, or changes in other organs, 
inferior general condition, albuminuria, 
adiposis, suspected cardiac changes, ad- 
vanced age, ete., but for whom both 
lung specialist and surgeon, or per- 
haps only one of them, consider for 
some reason or other that operation 
can nevertheless be advised. In other 
words, the group is defined by the fact 
that the positive initiative to the oper- 
ation still comes from the physician or 
surgeon, or at least one of them, even 
if with a certain amount of doubt. The 
patient ought then to be informed of this 
doubt. 

To Group III are assigned all the 
cases in which these complications are 
present in such a high degree that nei- 
ther of the professional advisers has 
been inclined to advise surgical opera- 
tion. Of course, the matter may never- 
theless have been discussed with the 
patient, and not so very infrequently it 
is the patient himself who has brought 
up the question of an operation, an in- 
creasingly common occurrence in our 
experience and one that will perhaps 
grow still more common. Hence in 
Group IIT are classed those cases in 
which the responsible medical attend- 
ants consider after mature reflection 
that the patient should be given a chance, 
even though they are not positively 
disposed to advise the operation im 
question. 

Group IV should really not come in 
question in this discussion, for it com- 
prises all those cases in which both the 
lung specialist and the surgeon are con- 
vinced that surgical operation is hope- 
less. Its inclusion here is chiefly due 
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to the fact that among the cases sent in 
by the lung specialists there have been 
a number which careful examination and 
reconsideration have shown to be abso- 
lutely unsuitable for operation. That, 
i spite of this, some of these patients 
have been operated upon is solely due to 
the fact that purely social or humane 
considerations have prevailed. We were 
not able to resist the insistent wish of 
the patient and his relatives that an op- 
eration should in any case be tried, and 
it is obvious that when we have given 
way to the temptation to operate in such 
cases it has been a great relief to know 
that in our method we possess a means 
that in certain cases is only a compro- 
mise. We have satisfied the patient’s 
wish that an attempt should be made. 
We have made this attempt as gentle 
as possible. -In a case here and there 
we have failed; in others we have ob- 
tained such clear contra-indications 
after the first operation that we could 
not continue, and the patient has con- 
tented himself with that. This procedure 
has enabled us to meet the wishes of the 
patient and at the same time to escape 
that depressing effect which a primary 
failure always has, not least of all purely 
psychologically, on the other patients. 
But the most important thing of all: we 
have also been able to learn that in a 
number of these cases our fears have 
been insufficiently founded and our seri- 
ous conception of the case exaggerated. 
As a result we have been able to restore 
to life and health not a few persons for 
whom under other conditions we should 
ad priori have had to abandon all idea 
of any surgical operation. 

Much might be said, of course, con- 
cerning the grounds of selection for this 
grouping of patients. It is undoubtedly 
subjective and uncertain, just as every- 
thing must be in these questions so long 
as we are not standing on firmer ground 
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than we are at present. I believe, how- 
ever, that the essential grounds of divi- 
sion will be readily followed and grasped 
by those engaged in these problems, 
even though the group-limits will nat- 
urally be drawn differently by different 
surgeons. During the past year we have 
had the pleasure of finding an under. 
standing for this classification also on 
the part of the phthisiologists. The pa- 
tients are now sent to us furnished with 
a group number, by means of which we 
are better able to gauge what the lung 

specialist thinks of the case. 


Our method of working as outlined 
above follows two main lines: (1) the 
primary division of the cases into spe- 
cial groups on the basis of the indica- 
tions and prognosis as regards opera- 
tive surgery, and (2) the special tech- 
nic adopted from Schmidt and carried 
further by dividing the operation into 
two or more stages, the first of which, 
performed as a test operation, is a minor 
anterior thoracoplasty with plombage. 
This procedure, we consider, has carried 
us a good bit along the road to the goal 
we have always had before us: to try 
to help as many as possible of those 
sufferers from pulmonary disease who 
cannot be cured in any other way. I 
frankly admit that these are emergency 
and circuitous measures, but so long as 
no surer method is at our disposal, we 
should accept them with gratitude and 
be glad to find that, broadly speaking, 
the result has been satisfactory. I am 
quite convinced that increased facilities 
for judging the different cases on a 
purely scientific basis will carry us still 
further. To this end, however, a change 
is desirable in that attitude of indif- 
ference and rejection hitherto displayed 
by so many phthisiologists and surgeons 
toward all attempts to take up for trial 
the lines of investigation recommended 
by Gaupotz and others. It appears to 
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me to be already clearly established by 
the works published from Rohrbach that 
the result of such investigations offers 
an extremely good guide for surgical 
procedure. 


RESULTS OF THE SURGICAL TREATMENT 


In judging the operative results from 
a statistical point of view it is of great 
importance to take into consideration 
the character of the patient-material. 
Materials from different centers must 
frequently vary so widely that they can- 
not be statistically compared. Here, it 
seems to me, that the operative technic 
does not mean by far so much as the 
correct selection of cases. A higher or 
lower primary operative mortality may 
depend, of course, upon whether the 
operation has been performed in one 
or more stages, experience clearly show- 
ing that the one-stage procedure has a 
higher immediate mortality. Broadly 
viewed, however, especially when ac- 
count is taken of the total mortality, it 
may doubtless be said that it is the 
character of the material rather than 
the operative technic which is of the 
greatest importance and which turns 
the scale. During the years I have had 
an opportunity of occupying myself with 
these operations, I have received the 
definite impression that the material 
was the worst possible. 

In full agreement with the results 
published from the Malmé General Hos- 
pital, for the years 1913-1929, are those 
from my own cases of similar material 
during the first years, when, after work- 
ing solely with plombage for some years, 
I went over to plastic operations. The 
cases are not many, only some 20 during 
five to six years, i.e., four or five yearly. 
The technic followed was Sauerbruch’s 
paravertebral, total or subtotal, in most 
cases performed in one stage. The pri- 
mary operative mortality must be said 
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to have been highly unsatisfactory, with 
47 per cent primary and 58 per cent 
total mortality, which agrees with the 
Malmo figures calculated on the same 
basis, 43 and 68 per cent respectively. 
The percentage of definitive cures also 
agrees with that of the Malmo material. 
Against my 35 per cent healed with 23 
per cent capable of working, stands 
Malm6’s 32 per cent ‘‘healthy’’ patients. 

Since I believe that I can definitely 
state that in the Malm6 material it was 
not the surgical technic which caused 
this great loss of life, I believe I may 
also venture to assert the same regard- 
ing my own cases. The chief impression 
received from the investigation of these 
cases, however, is the same as that set 
forth above, and it is obvious that these 
bad experiences acted as a spur to fresh 
efforts to attain better results by other 
means. The first attempt in this direc- 
tion was the adoption of Semb’s im- 
proved technic and the strict perform- 
ance of the operation in stages. Other 
dangers were encountered here, how- 
ever, especially the increased risk of 
infection associated with the more or 
less thoroughly performed apicolysis. 
This applies in particular to the ticklish 
and dubious cases in which recourse to 
operation is only had with hesitation. 
The result of Semb’s operation, how- 
ever, proved to be considerably better 
than that of the operation of Sauer- 
bruch. The number is of the same order, 
23, during about the same period of 
time. The operative mortality is here 
considerably lower, or 17 per cent. The 
total mortality is 30 per cent, tb.-nega- 
tive, up to 56.5 per cent, and capacity 
for work, likewise, 52.1 per cent. 

In some earlier cases in which we 
could confidently content ourselves with 
a less extensive operation involving at 
most five ribs, we kept, as previously 
mentioned, to Semb’s technic, more or 
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less modified according to the special 
nature of the case. Otherwise, in view 
of more especially the incalculable risks 
of infection, we have gone over more 
and more to the previously described 
method launched by Walter Schmidt. 
Our material of such cases is at present 
as large as that of the other two groups 
together, or some 40 cases. The result 
is satisfactory insofar as the mortality 
has dropped still lower, the primary 
operative mortality amounting to 7.1 
per cent and the total mortality to 17.9 
per cent. On the other hand, the tb.- 
negative cases have not yet come up to 
more than 66 per cent, which can defi- 
nitely be attributed to the fact that all 
the cases are too recent in time to be 
judged with certainty. This applies in 
a still higher measure to the question 
of the capacity for work of the patients, 
as they are at present receiving pen- 
sion certificates for the first two to three 
years after the operation, a measure 
that may be debatable but is unavoid- 
able under present conditions, since 
there are no other possibilities of get- 
ting them back to work. 

A division of these patients into the 
groups I have already outlined brings 
out the good results still more clearly. 
Within Group I we have no primary 
deaths either in the material treated 
according to Semb’s method or that 
treated according to Schmidt’s. A group 
of this small size does not permit of 
any percentage computation, but the 
value and importance of a pre-grouping 
of the patients in this way are quite 
evident from a glance at the tables set 
forth (Tables 3-5). This progressive 
improvement in our results can scarcely 
be interpreted otherwise than as an 
indication that we are on the right path, 
and should I have opportunities in the 
future of working with these operations 
I can only conceive the possibility of 
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widening the field of indications for 
Walter Schmidt’s technic. 

Intentionally we have not examined 
the results of our extrapleural pneumo- 
lysis by Schmidt’s technic, as we think 
that too short a time has passed since 
we began to test this method, to warrant 
us in giving an opinion about it. 


SUMMARY 


The author recommends thoracoplasty 
in stages combined with temporary 
‘‘nlombage,’’ as described by Walter 
Schmidt, as the method of choice. The 
first stage consists of a minor anterior 
thoracoplasty with plombage, serving at 
the same time as a test operation for 
the patient’s general resistance. The 
second stage consists of a dorsal resec- 
tion of from six to eight ribs. In the 
author’s experience this method gives 
on the whole the best results. As a safe- 
guard against failures the author di- 
vides all the patients referred into four 
groups: Group I embraces those cases 
in which both phthisiologist and surgeon 
advise surgery strongly, grading down 
to Group 4, where surgery is inadvisable 
both from the surgical and medical 
points of view. The author gives his 
results in 56 cases operated on during 
the period 1932-1941, as compared to 
other methods. Total mortality: 17.9 
per cent—this is definitely better than 
in Sauerbruch’s or Semb’s operation. 
TB.-negative cases: 66 per cent (only 
slightly better than with other proced- 
ures but too recent to yield definite 
results). 
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SUMARIO 


El Autor recomienda la Toracoplastia 
en periodos combinados con ‘‘plom- 
bage,’’ como es descrito por Walter 
Schmidt, como metodo de seleecion. La 
primera intervencion consiste en una 
pequena Toracoplastia anterior con 
‘‘nlombage,’’ que sirve al mismo tiempo 
como ensayo operatorio de la resistencia 
general del enfermo. La segunda ope- 
racion consiste de una reseccion dorsal 
de seis 4 ocho costillas. En la expe- 
riencia del autor este metodo 6 pro- 
cedimiento da, por todo, los mejores 
resultados. 

Para evitar falta de éxito y como 
salvaguardia, el autor divide los paci- 
entes que le son referidos en consulta, 
en cuatro grupos. El primer grupo 
comprende los casos en los cuales el 
Tisiologista y el Cirujano aconsejan 
tratamiento quirurgico forzosamente, 
graduando hacia abajo, hasta el grupo 
quarto, en los cuales la cirugia es 
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desventajosa, del punto de vista quir- 
urgico y médico. 

El] autor da sus resultados en 56 casos 
operados durante el preiodo 1932-1941, 
en comparacion con otros métodos. La 
mortalidad total 17.9 por ciento, que es 
definitivamente mejor que se obtiene 
con el Sauerbruch, 6 el Sembe proce- 
dimiento. T.B. casos con 66%, solo es 
pequena ventaja sobre otros procedi- 
mientos, y aun muy reciente pars 
ofrecer resultados decisivos. 


RESUME 


L’auteur recommande la_ thoraco- 
plastie en étapes avee ‘‘plombage’”’ 
temporaire ainsi que le décrit Walter 
Schmidt. Le premier temps consiste en 
une thoracoplastie mineure avec plom- 
bage et sert en méme temps a détermi- 
ner la résistance du malade. Le second 
temps entraine une résection dorsale 
de six a huit cdté. D’aprés |’auteur, 
cette méthode dans son ensemble donne 
les meilleurs résultats. L’auteur clas- 
sifie tous les cas en quatre groupes. Le 
premier groupe comprend tous les cas 
ou la nécessité de l’opération est de- 
mandée par le physiologiste et par le 
chirurgien. Le quatrieme groupe ren- 
ferme les cas ot l’opinion différe sur 
Vurgence de lopération. L’auteur 
rapporte 56 cas d’opérations durant la 
période de 1932 a 1941, avec une morta- 
lité totale de 17.9 pour cent. Cela 
compare trés favorablement avec les 
opérations de Sauerbruch et de Semb. 
Dans les cas tuberculeux 66 pour cent 
des résultats ne sont pas beaucoup 
supérieurs 4 ceux obtenus par les autres 
méthodes. 
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IL ovary is unique in its capacity 

to develop tumors. No other 

organ gives rise to a greater 
variety of neoplasms than the ovary. 
These tumors are not’ limited to any 
age group, and may occur in infants, 
adolescent girls, children, mature 
women, and the aged. They may con- 
tain any human tissue, from clear fluid 
to hair, teeth or skin. Some of these 
tumors are frequently benign, and 
others are viciously malignant. These 
tumors are also unique in their symp- 
tomatic effect. Some attain enormous 
size with no associated symptoms, so 
that the patient thinks merely that she 
is getting fat. One group of ovarian 
tumors cause sexual precocity, intensify 
female traits, hasten development of 
sexual maturity in the young child and 
rejuvenate old women. In contradistine- 
tion, there is a group of ovarian tumors 
which cause a reversal of sexual traits, 


namely, masculinize and defeminize 
women, cause atrophy of the breasts 


and reproductive organs, stop menstru- 
ation, change facial appearances and 
‘ause deepening of the voice and a 
masculine distribution of hair. Highty 
per cent of ovarian tumors are cystic, 
and 20 per cent are solid. Sixty- 
five per cent of the solid tumors are 
malignant. 

In this paper I shall summarize in- 
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formation concerning the solid tumors 
of the ovary. These include: 

(1) Brenner tumor 

(2) Granulosa cell tumor 

(3) Theea tumor 

(4) Arrhenoblastoma 

(5) Dysgerminoma 

(6) Krukenberg tumor 

(7) Teratoma 

(8) Fibroma 

(9) Sarcoma 

(10) Adenocarcinoma 


BRENNER TUMOR 


Three hypotheses have been advanced 
in an effort to explain the origin of the 
Brenner tumor. Meyer, who found in 
the serosa of fallopian tubes tiny nests 
of ‘‘Brenner cells,’’ favored the hypoth- 
esis of mullerian metaplasia. Schiller 
postulated a dislocation of epithelium 
from the primary urogenital connection. 
The third hypothesis, namely, that the 
tumor arises through a one-sided devel- 
opment in a teratoma, is based on its 
frequent association with pseudomucin- 
ous cystadenomas. 

In 1908 Brenner described three solid 
ovarian neoplasms occurring in elderly 
women. Grossly, his specimens re- 
sembled fibromas, but microscopically 
he found scattered islands of cells re- 
sembling squamous epithelial cells in a 
dense stroma of connective tissue. He 
called the tumor ‘‘oophoroma follicu- 
lare,’’ but it has since come to be known 
by the name of this early investigator. 
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Following this original contribution, 
isolated reports of cases were added. In 
1931 Robert Meyer was able to bring 
to 23 the number of reported examples, 
a number which had grown to 45 when 
Bland and Goldstein reported their case 
in 1935. The literature now contains 
approximately 70 examples of this new- 
comer in gynecology. 

The Brenner tumor is almost always 
unilateral. Grossly, it resembles a 
fibroma, being whitish, and the solid 
variety is dense and hard. Another type 
of this tumor appears as a solid nodule 
arising in the wall of a cyst. 

Microscopically, the picture is uni- 
form and consists of islands of squa- 
mous-like epithelial cells in a dense 
stroma of fibrous tissue. The peripheral 
rows of these cells are frequently 
arranged in palisades. Some of the 
islands are cystic with an inner lining 
of columnar mucus-producing cells. 
Mitotic figures are not observed. 

The clinical features of a Brenner 
tumor are those of a slowly growing 
pelvie neoplasm with none of the usual 
clinical features of a malignant tumor. 
Seventy per cent of the neoplasms occur 
after the menopause. These tumors 
have no hormonal influence. 

The tumor is to be distinguished from 
granulosa cell neoplasm and from meta- 
static squamous cell epithelioma. This 
distinction is simply made with the 
Galantha stain for mucus. 


GRANULOSA CELL TUMOR 

The concept of Robert Meyer, that 
this tumor arose from granulosa cell 
rests in the ovarian hilus, is no longer 
tenable in its original form. Recent ex- 
periments by Butterworth have shown 
that granulosa cell tumors can be pro- 
duced in mature female mice by the use 
of roentgen rays. These tumors, histo- 
logically and functionally entirely analo- 
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gous to the granulosa cell tumors of 
women, appear to spring directly from 
degenerating follicular epithelium. 

Although the granulosa cell neoplasm 
of the ovary had been described as early 
as 1855, the tumor did not receive the 
attention it now commands until Robert 
Meyer’s contribution in 1915. Since that 
time, however, Robinson, King, Novak, 
Te Linde, Schiller, Neumann and other 
investigators have made substantial 
additions to this gynecologic entity, 
more than 300 cases of which have been 
reported. 

Clinically, 60 per cent of granulosa 
cell tumors occur after the menopause, 
30 per cent occur between puberty and 
the climacterium, and 5 to 10 per cent 
occur before adolescence. In childhood, 
such a tumor gives rise to precocious 
menstruation with early sexual and so- 
matic development. During the period 
of sexual maturity it produces either 
amenorrhea per se or amenorrhea fol- 
lowed by profuse and continued menses. 
After the menopause, a granulosa cell 
neoplasm gives rise to a periodic pseudo- 
menstrual type of bleeding in 90 per 
celit of the cases. 

The basis for these symptoms is to 
be found in the tremendous quantities 
of estrogen elaborated by these tumors 
in all age groups. The hormone can be 
demonstrated in the blood and urine of 
patients who have a granulosa cell 
neoplasm and in almost unbelievable 
amounts in extracts of tumor tissue. 
The presence of estrogenic substance 
of granulosa cell tumor has been proved 
by the injection of extracts of the tumor 
into castrated rodents, which then show 
the usual vaginal cornification. Its 
action on the uterus is the production 
of myohyperplasia, with a thick, boggy, 
proliferative type of endometrium often 
containing cysts. 

Pathologically; 90 per cent of granu- 
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losa cell tumors are unilateral, 90 per 
cent are solid and 90 per cent are of 
a relatively low grade of malignancy. 
They vary in size from the pinhead 
nodules described by Te Linde to large 
masses weighing as much as 34 pounds 
(15.3 Kg.), as in a case described by 
Dockerty and MacCarty. They appear 
to be well encapsulated. The cut sur- 
face has the homogeneous, granular 
appearance of liver sausage. Micro- 
scopically, there are the cylindroid, 
folliculoid and diffuse types of cellular 
pattern, and they may be found mixed 
on the same slide. 


THECA CELL TUMOR 


There are three theories to explain 
the origin of the theca cell tumor: (1) 
This neoplasm is derived from the 
ovarian stroma and is regarded as a 
luteinized fibroma; (2) the tumor is a 
luteinized granulosa cell tumor; (3) the 
growth arises from theca cells and rep- 
resents a separate entity. Experimental 
evidence tends to support the third view. 

The clinical features usually associ- 
ated with theca cell tumors resemble 
closely those found in association with 
granulosa cell tumors of the ovary. 
More than 80 per cent of the neoplasms 
occur after the menopause and produce 
vaginal bleeding, which may or may not 
be periodic. The tumors reported among 
patients of the younger age groups have 
usually been associated with amenor- 
rhea or with menometrorrhagia. The 
clinical picture is usually not so uniform 
as it is in the presence of a granulosa 
cell tumor, and some theca cell tumors 
apparently produce no menstrual abnor- 
malities. As with granulosa cell neo- 
plasms, the symptoms are caused by the 
secretion of estrogen by the cells of the 
ovarian neoplasm, as demonstrated by 
assay of tumor tissue. 
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The theca cell tumors are of a low 
grade of malignancy. 

Pathologically, there are certain gross 
and microscopic features peculiar to all 
neoplasms of this theca cell group. The 
tumors are fibrous, solid, usually encap- 
sulated and of canary yellow color. On 
section, the ‘‘liver sausage’’ consistency 
of granulosa cell tumors is lacking and, 
except for the yellow color, a diagnosis 
of fibroma would seem justified on gross 
inspection. <A thin ‘‘rind’’ of ovarian 
tissue can usually be shelled from the 
surface of the tumor in the form of a 
smooth ‘‘capsule’’. 

Histologically, the features are the 
predominance of plump, fusiform cells 
with vacuolated cytoplasm and oval 
nuclei. An epithelioid appearance is 
sometimes assumed. Intracellular fibrils 
are often abundant. The tumor cells and 
the interstitial substance both tend to 
undergo extensive hyalinization. Stains 
for lipid reveal the presence of fatty 
droplets within the cytoplasm of the 
tumor cells and to a lesser extent in the 
intercellular substance. 


ARRHENOBLASTOMA 

The arrhenoblastoma is an ovarian 
solid tumor marked by masculinizing 
activity. 

As to the origin of this tumor, there 
are two schools of thought. Meyer, 
Goodhall, Novak and others believe that 
the growth arises from embryonic rests 
in the ovarian hilus and that these rests 
differentiate along male lines. Others 
are of the opinion that the tumor repre- 
sents a one-sided development of a 
teratoma. 

In 1905, Pick, of Germany, first de- 
scribed a peculiar ovarian tumor com- 
posed of epithelial elements in tubular 
arrangement different from any struc- 
tures found in a normal ovary but 
bearing a strong resemblance to adeno- 
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matous tissue found and described in 
connection with the gonads of male 
pseudohermaphrodites. This he called 
a testicular tubular adenoma. Since that 
time various investigators have reported 
similar examples. Notably, Meyer, in 
an extensive study, found 17 instances 
of ovarian tumor of similar nature asso- 
ciated frequently with a peculiar symp- 
tom complex consisting of sterility, 
amenorrhea, hirsutism with a male dis- 
tribution of hair, atrophy of the breasts, 
changes in the voice, hypertrophy of 
the clitoris, and the presence of an 
ovarian tumor. To this he gave the 
name ‘‘arrhenoblastoma’’ (make like a 
male). 

Clinically, the presence of a palpable 
pelvic tumor associated with the mascu- 
linizing syndrome must make one con- 
sider also basophilic pituitary adenoma, 
pinealoma and an adrenal cortical 
tumor. 

Grossly, the appearance of arrheno- 
‘blastoma is characteristic. It is a solid, 
multicentric nodule which presents a 
smooth, grayish surface without adhe- 
sions and without invasion by tumor 
cells. Microscopically, the epithelial 
elements are arranged in one of three 
different patterns: (1) an alveolar or 
tubular pattern; (2) solid cords or 
anastomosing strands, the so-called in- 
termediate group; (3) a sarcomatoid 
arrangement. Mitotic figures are infre- 
quent, and this, together with the degree 
of differentiation, indicates a low grade 
of malignancy. Lipid globules within 
the cytoplasm of the cells are arranged 
in a fashion resembling that of the 
interstitial cells of the testes. These 
are said to produce the secondary sex 
characteristics through the elaboration 
of the male sex hormone. 

The arrhenoblastoma is usually a 
malignant tumor. For such growths in 
young persons conservative treatment 
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is indicated, as 80 per cent of the tumors 
are benign. For arrhenoblastomas in 
older women, a radical surgical extirpa- 
tion should be done. 


DYSGERMINOMA 
Dysgerminomas account for less than 
20 per cent of malignant ovarian tumors. 
The tendency of this tumor to occur in 
patients with sexual maldevelopment is 
its most striking clinical feature. 

The existence of a type of solid 
ovarian neoplasm with histologic fea- 
tures of undoubted malignancy and the 
clinical history of a more benign lesion 
has long been recognized. That this neo- 
plasm occurred in young persons, that 
it was frequently bilateral and that it 
was often associated with genital hypo- 
plasia were early observations of prime 
importance. The close resemblance of 
the cellular structure of the growth to 
that of the fetal gonad before the stage 
of sexual differentiation was the obser- 
vation of Robert Meyer, who proposed 
the name ‘‘dysgerminoma’’ for this 
neutral type of tumor. The literature 
on this interesting neoplasm consists of 
reports of approximately 200 examples 
described under a range of terminolog 
from ‘‘seminoma ovarii’’ (Chevassau) 
to ‘‘embryonal carcinoma.’’ 

Ovarian dysgerminoma has _ its 
‘‘male’’ counterpart in the seminoma 
testis but runs a much less malignant 
course than the latter. In addition, there 
are certain age differences, dysgermi- 
noma occurring usually before the age 
of 20 years and seminoma after the age 
of 20. Among pseudohermaphrodites of 
both sexes, the tumor is of relatively 
high incidence. It produces no hormones 
and hence no characteristic menstrual 
or other secondary sexual disturbances. 
However, the syndrome in a young 
woman who presents a pelvic tumor, 
pseudohermaphroditism or poorly de- 
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veloped genitalia, should make one think 
of the possibility of dysgerminoma. 

Some of the tumors of this type are 
excessively malignant and others pos- 
sibly benign. Dr. Seegar was unable to 
determine the degree of clinical malrg- 
nancy by the histologic picture of the 
number of mitoses. In .view of this, 
clinical observations remain the most 
trustworthy, and the tumor is to be con- 
sidered malignant until it is proved 
benign. 

Dysgerminoma occurs bilaterally in 
about 35 per cent of cases. Grossly, the 
neoplasms are nearly all of peculiar 
brainlike consistency with broad zones 
of necrosis and hemorrhage. Micro- 
scopically, the stromal reaction with 
lymphocytes and foreign body giant 
cells is almost pathognomonic. The 
tumor cells themselves are large and 
round, with hyperchromatie nuclei, large 


nucleoli and many mitotic figures. A 
complete lack of differentiation is 
outstanding, and the grade of ma- 


lignaney is always 4. This probably 
accounts for the observation of Schiller 
and others that the tumor is extremely 
radiosensitive. 


KRUKENBURG TUMOR 

Although the so-called Krukenberg 
tumor has been the subject of much 
study and controversy, no one has yet 
given a better description of this tumor 
than he. According to his description, 
grossly, the tumor was of moderate size; 
it was nodular, yet it possessed a smooth 
surface. Adhesions were usually absent, 
but ascites was often found. The tumor 
was usually bilateral and was solid. In 
most cases the general form of the 
normal ovary was maintained. The cut 
surface had a myxomatous appearance. 
Microscopically, Krukenberg described 
‘‘sionet ring’’ cells surrounded by a 
fibrous stroma. He recognized the pic- 
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ture as one of undoubted malignancy, 
and considered the lesion as primary in 
the ovaries. He classified it among the 
sarcomas, but also suggested the possi- 
bility of its origin from epithelial cells. 

The Krukenberg tumor was first 
‘called a sarcoma. Krukenberg carci- 
noma may be secondary to a variety of 
tumors, and not all ovarian carcinomas 
that are secondary to the alimentary 
tract are Krukenberg tumors. Probably 
not more than 25 per cent of all such 
secondary growths are of the Kruken- 
berg type. 

Important contributions by other 
writers have shown it to be of epithelial 
origin, and all workers have agreed on 
the secondary nature of the lesion. 
However, there is no general agreement 
as to what constitutes a Krukenberg 
tumor, how metastasis occurs, whether 
it is possible to distinguish a primary 
ovarian carcinoma from a Krukenberg 
tumor, or how the lesion should be 
treated. 

TERATOMA 

Teratoma of the ovary is defined as 
a tumor comprised of tissue elements 
derived from all three germ layers. The 
cystic teratoma is not uncommon, but 
the solid teratoma is rare and malignant. 

These tumors are apparently due to 
the separation of a part of the ovum in 
the blastomere stage. The younger the 
ovum is, the more likely the undiffer- 
entiation and capability of producing 
more than one tissue. The older the 
ovum is, the more specialized the cells 
are and the less capable of producing 
more than one tissue. 

Pathologically, ovarian teratomas are 
highly malignant. Like ovarian adeno- 
‘arcinomas, the solid types probably 
begin with cellular proliferation in pre- 
viously.cystic growths. Growth is rapid, 
as indicated by a short duration of 
symptoms, and metastasis is often ex- 
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tensive at the time of operation. 
Grossly, various tissues may be recog- 
nized characteristically. Almost every 
tissue in the body has been reported 
present. Thyroid tissue has been noted. 
This may be _ hyperplastic, giving 
evidence of clinical hyperthyroidism. 


Growths containing such tissue are 
called ‘‘strumal’’ tumors. Teeth have 
sometimes been present, and brain 
tissue has been found. There has been 
placental tissue giving a_ positive 
Ascheim-Zondek reaction. Sarcoma, 
adenocarcinoma, squamous cell epi- 


thelioma, fibrosarcoma and chrondroma 
have been variously reported. 


FIBROMA 

Connective tissue tumors, fibroma and 
sarcoma, constitute about 5 per cent of 
all ovarian neoplasms. They may occur 
at any age. Fibroma is usually found 
in mature women, and is rarely larger 
than the size of a cocoanut. The origin 
of fibroma is uncertain, according to 
Aschoff, the points of origin being: 
(1) from an inflammatory exudate on 
the surface of the ovary,.(2) from a 
corpus albicans, (3) from a corpus 
luteum, (4) from the stroma of the 
ovary, (5) from the capsule of the 
ovary, (6) from connective tissue or- 
ganization following hemorrhage and 
(7) from the walls of blood vessels. 

Since fibroma must develop from con- 
nective tissue, and connective tissue can 
be found in any of the sites just listed, 
this tumor probably develops from one 
or any of these locations. 

It may occur in three forms: the dif- 
fuse, in which the whole ovary is in- 
volved; the cireumscribed nodule, in 
which a portion of the ovary is involved, 
or the pedunculated type, which is rare. 

The symptoms are not definite, the 
most common being pain due to pressure 
from the tumor and ascites. There is an 
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increased size of the abdomen if the 
tumor has become large; backache, 
urinary symptoms, constipation and 
menstrual disturbances may be present. 
As to the physical manifestations, the 
growth is a pelvic tumor, unilateral in 
90 per cent of cases. Ascites associated 
with a massive growth is present in 10 
per cent of cases. The presence of fluid 
in the chest has been demonstrated by 
Meigs, of Boston, who stated that 27 
cases have been reported thus far in 
the literature. This presence of fluid in 
the chest as well as in the abdomen is 
important, because such patients do not 
necessarily have a malignant tumor that 
has metastasized to the chest. Meigs 
has suggested that in such cases chest 
taps be done and that after centrifuging 
of the fluid the cells should be examined 
for evidence of malignancy and if this 
is absent the possibility of fibroma of 
the ovary should be considered. 

Grossly, the tumor may vary from 
the size of a pea to the size of a man’s 
head; the diffuse type may be spherical, 
ovoid or of kidney shape; the consist- 
ency is firm. Torsion of the pedicle is 
a frequent complication, and adhesions 
may be present. Usually there is a firm 
capsule, and on section the tumors show 
white whirling areas of connective tissue 
bundles. Secondary changes, chiefly due 
to circulatory disturbances, occur in 
about one half of the cases—edema, 
hemorrhage with softening, cavity for- 
mation and areas of calcification are 
frequent. 

The microscopic appearance is vari- 
able. One sees mostly bundles of con- 
nective tissue, wavy or straight. The 
chief cell is the spindle cell. The nuclei 
vary greatly in size and number. 
Mitoses are almost entirely wanting in 
the benign growths, and their presence 
suggests malignancy. Bundles of smooth 
muscle fibers are often found. 








INTERNAT. 
SURG. 


J. 
COLL. 
The treatment is excision. The prog- 
nosis is excellent. Malignancy in fibro- 
sarcoma is rare and of a low grade. 


SARCOMA 

Sarcoma is mesenchymal in origin, 
but the parent tissue is a matter of con- 
jecture, the possibilities being (1) a 
preexisting fibroma, (2) the stroma of 
the ovary, (3) the walls of the blood 
vessels and (4) one-sided development 
in a teratoma. 

The diagnosis of sarcoma of the ovary 
is more difficult than that of fibroma, 
because the tumor is softer and may be 
confused with other ovarian malignant 
tumors. It is distinguished from car- 
cinoma by the difference in age, as car- 
cinoma usually involves older women. 
Particularly if one finds a solid tumor 
with free fluid and evidence of malig- 
nancy, loss of weight, anemia and meta- 
stasis, one should think of sarcoma. 

Pathologically, the appearance of sar- 
coma varies. It may be redddish or 
brownish, and much more vascular than 
fibroma. Secondary flat growths in the 
pelvis or throughout the peritoneal 
‘avity, in the intestines and in the 
omentum, together with bloody fluid, 
may be present. 

Histologically, the tumor presents a 
highly anaplastic growth. Sarcoma is 
among the most malignant of ovarian 
tumors. Metastasis and direct extension 
are the common modes of extension. 
Cures are rare. The treatment consists 
of early removal and_ postoperative 
irradiation. 


ADENOCARCINOMA 


Adenocarcinoma is one of the most 
common forms of solid tumor of the 
ovary. Like epidermoid carcinoma, it 
may present different degrees of dif- 
ferentiation, namely, a marked resem- 
blance to endometrial carcinoma. Some 


SOLID TUMORS OF OVARY 


419 


SEPT.—OCT. 
1945 


adenocarcinomas are of a papillary pat- 
tern and some nonpapillary. Medullary 
‘arcinoma, carcinoma simplex, scirrhous 
‘arcinoma, alveolar carcinoma, and 
plexiform carcinoma are all varieties 
of the different tissue patterns occurring 
in the solid carcinomas of the ovary. 

The size of the solid ovarian carci- 
noma is variable. Usually it gives rise 
to symptoms which call for treatment 
before the growth has reached more 
than a moderate size. As a rule the 
external surface is smooth, but it may 
present nodular or bosslike thickening. 
When one cuts into the tumor the sur- 
face may be seen to be gray with a 
brainlike consistency, and not infre- 
quently there are irregular cavities 
‘aused by extensive necrosis. In a few 
erowths of the scirrhous types, the con- 
sistency may be firm and fibrous. As 
the disease advances there is an in- 
creased tendency to involve both ovaries. 

The clinical manifestations of adeno- 
carcinoma are unfortunately late, as the 
onset of the disease is insidious. The 
presence of a mass in the lower part of 
the abdomen is usually first felt by the 
patient herself. Moderate heaviness or 
occasional pain may be noted, but it is 
usually absent. The same _ situation 
exists as to menstrual disorders. In 
postmenopausal cases slight bleeding 
may be noticed. Ascites is a relative 
accompaniment of ovarian malignant 
erowths. The later course is character- 
ized by weakness, loss of weight, re- 
curring ascites, anemia and gastrointes- 
tinal disturbances. 

Treatment is surgical, with postopera- 
tive employment of deep roentgen ray 
therapy. 
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RESUMEN 


Los autores hacen, de un modo siste- 
matico y conciso, una descripcidn clinica 
y anatomopatolégica de cada uno de. los 
tipos de tumores sdélidos del ovario: 
(1) tumor de Brenner; (2) tumor de 
células granulosas; (3) tumor de células 
de la teca; (4) arrhenoblastoma; (5) 
disgerminoma; (6) tumor de Kruken- 
berg; (7) teratoma; (8) fibroma; (9) 
sarcoma y (10) adenocarcinoma. 


RESUME 


Les auteurs nous donnent une descrip- 
tion concise et systématique, clinique et 
pathologique, des différents néoplasmes 
solides de l’ovaire: (1) Brenner tumeur ; 
(2) tumeur a cellules granuleuses; (3) 
tumeur théecale; (4) arrhénoblastome ; 
(5) dysgerminome; (6) tumeur de Kruk- 
enberg; (7) tératome; (8) fibrome; (9) 
sarcome, et (10) adénocarcinome. 


CBOYJ 


ABTOpb! aloT CHCTeMaTHYeCKOe UH TOU- 
Hoe ONMMCaHHe KaxKOrO THMa MaCCHBHbIX 
omyxoueH AMYHHKa: 1. onyxoub BbpenHepa; 
2. rpaHyJ03HO-KeTOUHAA ONYyXOuJb ; 3. ony- 
XOJb OG6ON0UKH; 4. appeHoOuactoma; 5. 
aucrepMuHoMa; 6. onyxoub KpyKen6epra ; 
7. Tepatoma; 8. (buOpoma; 9. capKoMa, Hu 
10. aq9HOKapuHHOMa. 
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The treatment is excision. The prog- 
nosis is excellent. Malignancy in fibro- 
sarcoma is rare and of a low grade. 


SARCOMA 

Sarcoma is mesenchymal in origin, 
but the parent tissue is a matter of con- 
jecture, the possibilities being (1) a 
preexisting fibroma, (2) the stroma of 
the ovary, (3) the walls of the blood 
vessels and (4) one-sided development 
in a teratoma. 

The diagnosis of sarcoma of the ovary 
is more difficult than that of fibroma, 
because the tumor is softer and may be 
confused with other ovarian malignant 
tumors. It is distinguished from car- 
cinoma by the difference in age, as car- 
cinoma usually involves older women. 
Particularly if one finds a solid tumor 
with free fluid and evidence of malig- 
nancy, loss of weight, anemia and meta- 
stasis, one should think of sarcoma. 

Pathologically, the appearance of sar- 
coma varies. It may be redddish or 
brownish, and much more vascular than 
fibroma. Secondary flat growths in the 
pelvis or throughout the peritoneal 
‘avity, in the intestines and in the 
omentum, together with bloody fluid, 
may be present. 

Histologically, the tumor presents a 
highly anaplastic growth. Sarcoma is 
among the most malignant of ovarian 
tumors. Metastasis and direct extension 
are the common modes of extension. 
Cures are rare. The treatment consists 
of early removal and _ postoperative 
irradiation. 


ADENOCARCINOMA 


Adenocarcinoma is one of the most 
common forms of solid tumor of the 
ovary. Like epidermoid carcinoma, it 
may present different degrees of dif- 
ferentiation, namely, a marked resem- 
blance to endometrial carcinoma. Some 
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adenocarcinomas are of a papillary pat- 
tern and some nonpapillary. Medullary 
‘arcinoma, carcinoma simplex, scirrhous 
carcinoma, alveolar carcinoma, and 
plexiform carcinoma are all varieties 
of the different tissue patterns occurring 
in the solid carcinomas of the ovary. 

The size of the solid ovarian carci- 
noma is variable. Usually it gives rise 
to symptoms which call for treatment 
before the growth has reached more 
than a moderate size. As a rule the 
external surface is smooth, but it may 
present nodular or bosslike thickening. 
When one cuts into the tumor the sur- 
face may be seen to be gray with a 
brainlike consistency, and not infre- 
quently there are irregular cavities 
‘aused by extensive necrosis. In a few 
erowths of the scirrhous types, the con- 
sistency may be firm and fibrous. As 
the disease advances there is an in- 
creased tendency to involve both ovaries. 

The clinical manifestations of adeno- 
carcinoma are unfortunately late, as the 
onset of the disease is insidious. The 
presence of a mass in the lower part of 
the abdomen is usually first felt by the 
patient herself. Moderate heaviness or 
occasional pain may be noted, but it is 
usually absent. The same situation 
exists as to menstrual disorders. In 
postmenopausal cases slight bleeding 
may be noticed. Ascites is a relative 
accompaniment of ovarian malignant 
growths. The later course is character- 
ized by weakness, loss of weight, re- 
curring ascites, anemia and gastrointes- 
tinal disturbances. 

Treatment is surgical, with postopera- 
tive employment of deep roentgen ray 
therapy. 
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RESUMEN 


Los autores hacen, de un modo siste- 
matico y conciso, una deseripcidn clinica 
y anatomopatolégica de cada uno de. los 
tipos de tumores soélidos del ovario: 
(1) tumor de Brenner; (2) tumor de 
células granulosas; (3) tumor de células 
de la teea; (4) arrhenoblastoma; (5) 
disgerminoma; (6) tumor de Kruken- 
berg; (7) teratoma; (8) fibroma; (9) 
sarcoma y (10) adenocarcinoma. 
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RESUME 


Les auteurs nous donnent une descrip- 
tion concise et systématique, clinique et 
pathologique, des différents néoplasmes 
solides de l’ovaire: (1) Brenner tumeur ; 
(2) tumeur & cellules granuleuses ; (3) 
tumeur thécale; (4) arrhénoblastome ; 
(5) dysgerminome; (6) tumeur de Kruk- 
enberg; (7) tératome; (8) fibrome; (9) 
sarcome, et (10) adénocarcinome. 


CBO, 


ABTOpbI 2aloT CHCTeMaTHYeCKOe UH TOU- 
HOe OMMCaHHe KaxKOrO THMa MaCCHBHbIX 
onyxoweH an4uHHKa: 1. onyxoub bpenHepa; 
2. rpaHy03HO-KeTOUHAA ONyXxOub ; 3. Ony- 
XOJb O60ON04KH; 4. appeHoOwacToma; 5. 
mucrepMuHoMa; 6. onyxoub KpyKken6epra; 
7. Tepatoma; 8. (uOpoma; 9. capKoMa, U 
10. aq9HOKaplHHOMa. 











































HE two conditions whose surgical 

treatment is the topic of this paper 

are linked together by a similar 
mechanical peculiarity. They both com- 
municate with the bronchial tree. 

There is no time to go into the etiology 
of the chronic spontaneous pneumo- 
thorax, which can be a very obstinate 
pathologic condition. Its most common 
cause is the rupture of localized emphy- 
sematous tissue, usually at the apex of 
the lung. This circumscribed emphysema 
is due to sear formation following a 
healed tuberculous lesion. The reason 
why the rupture in many cases does not 
heal by itself or has a tendency to recur 
can be seen in the presence of pleural 
adhesions which do not permit closure 
of the opening. 

In the eases where localized adhesions 
were evidently the reason for the main- 
tenance of the opening in the lung tissue, 
pleurolysis should be performed in order 
to assure complete collapse of the lung. 
If that is done by open intercostal ap- 
proach, one easily succeeds in identifying 
the rupture by administering intratra- 
cheal pressure respiration. 

Then the gap in the lung tissue can be 
closed in accordance with well-estab- 
lished surgical principles. 

This sort of closure was employed in 
seven cases; in two of them no opening 
in the lung tissue could be demonstrated. 
Nevertheless, inversion of the whole sus- 
pected area was done. 





*Presented at the Ninth National Assembly, United 
States Chapter of the International College of Sur- 
geons, Philadelphia, Oct., 1944. 
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A New Operative Technic for Cysts of the Lung and for 
Chronic Spontaneous Pneumothorax” 
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There were no complications after 
these rather small interventions. The 
reéxpansion of the lung which had been 
in a state of collapse for from one and a 
half to six years took four to twelve 
weeks. None of the cases showed a recur- 
rence in a follow-up from one-half to five 
years. In three cases fluid appeared 
postoperatively in the corresponding 
pleural space. This was resorbed in due 
time. 

When a girl of 12 years was referred 
to us for surgical treatment of an enor- 
mous air cyst of the right lung, the ex- 
periences with treatment of spontaneous 
pneumothorax came to mind. The diag- 
nosis was not absolutely clear; spon- 
taneous pressure pneumothorax due to 
rupture of a lung cyst could not be ruled 
out. In view of the greatly reduced 
respiratory surface no attempt was made 
to ascertain the diagnosis by means of 
bronchography. 

Likewise we abstained from aspiration 
of air, though the heart was markedly 
displaced, since we were afraid to pro- 
duce a pneumothorax by tapping the 
cyst. ; 

The treatment of larger air cysts of 
the lung, though strongly indicated, be- 
cause of the danger of rupture or infec- 
tion is, as Wood puts it, “unsatisfactory 
to say the least.” Of course, there is the 
radical procedure of lobectomy or pneu- 
monectomy which has been accepted by 
most surgeons as the only successful 
method. Though lobectomy and pneumo- 
nectomy are nowadays well-established 
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operations with a comparatively low 
mortality, it is our feeling that the indi- 
cations for these interventions have been 
overstepped. That is particularly true 
for pneumonectomy. Loss of respiratory 
surface after that operation, as well as 
shrinking of the corresponding thoracic 
wall and shifting of the heart, involves 
a certain degree of disability to which 
we should yield only under the impact 
of sheer necessity. 

For benign lesions any successful con- 
servative operation is preferable. 

Enucleation of the cyst as a rule is 
not feasible, since air cysts do not pos- 
sess a well defined wall. 

There are many other procedures rec- 
ommended and tried, all of them with 
unsatisfactory results. 

It was thought that a procedure along 
the lines followed in the treatment of 
chronic spontaneous pneumothorax 
would be feasible. 


OPERATIVE PROCEDURE 
Under intratracheal cyclopropane an- 
esthesia, the right thoracic cavity was 
entered through the fourth intercostal 
space between the posterior axillary and 
the midclavicular lines. After insertion 
of the rib retractor a rather impressive 
picture came into view. The presenting 
air cyst resembled a large ovarian cyst. 
In exploring the right hilus it became 
evident that the mediastinal folds were 
absent. There was a broad communica- 
tion between the right and left thoracic 
cavity, a part of the cyst occupying the 
dome of the left thoracic space. The cyst 
was tapped and the air removed; thus a 
temporary collapse was obtained. It was 
only now that normal lung tissue in the 
apex and in the lower lobe could be ex- 
posed. Within two minutes the cyst filled 
again, the air being under considerable 
pressure. The procedure now used con- 
sisted of the following steps: 
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‘At first a cruciate incision of the cor- 

tical cover of the cyst was performed, 
the longitudinal incision being 30 cm. 
in length. 

The inner surface of the cyst revealed 
a trabecular structure due to large ves- 
sels radiating from the hilus. No signs 
of epithelial cover were evident. By 
applying considerable intratracheal pres- 
sure, one large opening and a smaller 
opening could be identified, both open- 
ings communicating with the trachea, the 
main bronchus apparently being absent. 
Two small bronchi, one leading to the 
normal remainder of the upper lobe and 
the other leading to the remainder of the 
lower lobe, could be demonstrated. 

The next step consisted of closure of 
the communication between cyst and 
trachea by purse-string sutures. Care 
had to be taken not to perforate one of 
the large vessels. Adequacy of the clo- 
sure was tested by intratracheal pressure 
administered by the anesthetist. 

The third step consisted of a plication 
of the inner wall of the sac by several 
jnfolding sutures. These are placed be- 
tween the branches of the vessels and 

arallel to them. 

‘The next step was a tight inversion 
of the contracted wall so that plugging 
of the purse-string sutures could be 
obtained. 

In the last step the tissue plug was 
buried under normal lung tissue by sero- 
serous sutures uniting normal lung tis- 
sue of upper and lower lobe. 

At completion of the procedure the 
remainder of the right lung did not fill 
more than one-third of the right thoracic 
space, because the atelectasis of the 
normal lung tissue could not be over- 
come by forcible inflation. 

The incision of the chest wall was 
closed in four layers. 

Postoperative treatment was the same 
as after lobectomy. The oxygen tent was 
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dispensed with on the second postopera- 
tive day. 

Recovery was uneventful. 

The first x-ray picture, taken on the 
tenth postoperative day, revealed a fair- 
sized pneumothorax, the heart being in 
normal position. A dense round shadow, 
corresponding to the plicated sac of the 
cyst, was visible. 

Three months after operation the right 
thoracic cavity was filled by normal lung 
tissue, the round shadow close to the 
hilus having the same size and density 
as in the last picture. The dome of the 
left thoracic cavity formerly occupied by 
the left side extension of the cyst showed 
normal lung structure. 

Follow-up for four months did not 
reveal any changes in the x-rays taken 
in a month’s interval. 

The general condition of the child has 
shown continuous improvement. To date 
she has gained 25 pounds. 


CONCLUSION 
There is reason to believe that the 
endorraphy, as described above, has 
proved to be a rational procedure in the 
surgical treatment of air cysts of the 
lung. 
SUMMARY 
Etiology of chronic spontaneous pneu- 
mothorax is discussed and a new opera- 
tive technic for cysts of the lungs and for 
chronic spontaneous pneumothorax is 
presented. It consists of the following 
steps: (1) A cruciate incision of the cor- 
tical cover of the cyst was performed. (2) 
Communication between cyst and trachea 
was closed by purse-string sutures. 
(3) The inner wall of the sac was pli- 
cated by infolding sutures placed be- 
tween and parallel to the branches of the 
vessels. (4) The contracted wall was 
tightly inverted to obtain plugging of 
the purse-string sutures. (5) The tissue 
plug was buried under normal lung 
tissues by sero-serous sutures uniting 





normal lung tissue of upper and lower 
lobe. Postoperative treatment did not 
differ from that of lobectomy. 


SUMARIO 

El autor discute la etiologia del neu- 
motorax espontaneo crénico y una nueva 
técnica operatoria para ciste-pulmonar 
y para neumotorax croénico espontaneo 
y consiste en los procedimientos sigui- 
entes: (1) Una incisién cruciforme de 
la cubierta cortical del ciste. (2) La 
communicacion entre el ciste y la traquea 
se cierra por una sutura a cordén de 
bolsa. (3) La pared interna del saco se 
dobla por medio de suturas que encier- 
ran el saco paralelamente a las rami- 
ficaciones vasculares. (4) La pared 
contraida se invierte firmemente para 
tamponear las suturas a cordon de saco. 
(5) El tapoén de tejidos se cubre con 
parenquima pulmonar por suturas sero- 
serosas, uniendo el tejido normal pul- 
monar del lébulo superior e inferior. El 
tratamiento postoperatorio no varia del 
empleado en la lobectomia. 


RESUME 

L’auteur discute |’étiologie du pneumo- 
thorax spontané et présente une nouvelle 
technique opératoire pour les kystes du 
poumon et pour les pneumothorax chron- 
ique: Voici les différents temps de 
l’opération: (1) incision cruciale de |’en- 
veloppe du kyste; (2) fermeture de la 
communication entre le kyste et la 
trachée par une suture en bourse: (3) la 
paroi interne du sac est oblitéré par 
l’insertion de sutures placées paralléle- 
ment aux vaisseaux; (4) inversion com- 
pléte de la paroi du sac afin d’obtenir un 
tamponnement complet de la suture en 
bourse; (5) le bouchon est enfoui dans 
du tissu pulmonaire normal par des 
sutures séro-séreuses unissant le tissu 
normal des lobes supérieur et inféieur. 
Le traitment postopératoire ne différe 
pas de celui employé pour la lobectomie. 
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Sano Tissue Glue Skin Grafting 


J. G. EVANS, M.D., M.1.CS. 


KANSAS CITY, KANSAS 


HE standard procedure of Dr. 
M. E. Sano, of Philadelphia, Pa., 
was attempted, in which 1 mg. of 
heparin plus 1 ce. of Tyrode solution 
plus 5 ec. of the patient’s blood were 
mixed and then centrifuged. The plasma 
preparation was then painted with a 
camel’s hair brush on the recipient area. 
The cell extract plus 0.5 ec. of Tyrode 
solution was painted on the under sur- 
face of the graft. Both solutions were 
prepared under sterile conditions. 
The Sano method of skin grafting 
vas tried in the following cases: 


Case 1.—A captain in the tank corps re- 
ceived a shrapnel wound of the right ilium, 
which penetrated that bone and produced 
numerous perforations of the small intestine 
and colon. The shrapnel was lodged near 
the fifth lumbar vertebra. The entrance of 
the shrapnel left a large defect in the skin 
over the right ilium. A draining sinus re- 
sulted, which drained approximately three to 
four months, as the shrapnel was not removed. 
It was eventually removed about three to four 
weeks before my associates and I saw him, 
when he was transferred to our service. The 
cutaneous defect was about 3 inches (7.5 em.) 
in depth, and movement of the vertebral 
column would produce a narrowing of the 
U-shaped opening. A thin or full skin graft 
would have been difficult; hence this was an 
ideal opportunity to try the Sano method of 
skin grafting. The coagulum was applied to 
the graft and the recipient area, and the 
U-shaped space was lightly packed with 
waste. In three days, the waste was re- 
moved and the graft was examined. No 
hemorrhages, blebs or moving of the graft 
had occurred. The result was perfect. 





From the Department of Anatomy, University of 
Kansas City. 





CasE 2.—A private was transferred to our 
service after he had been to the general sur- 
gery service for treatment of an abscess in 
the right axilla, which was drained and 
curetted. He was given penicillin prior to 
the operation, which gave him no relief from 
his infection. The abscess was apparently 
idiopathic. When he was seen by my asso- 
ciates and me, no infection was present, as 
the wound was granulating and the depres- 
sion was filling in with granulation tissue. 
With no skin grafting, the wound would 
result in cicatrix with adduction of the right 
arm and limitation of motion of the arm. 
The Sano method was tried. An area of 
about 8 by 8 em. was removed with the 
dermatome, and prepared by painting with 
the plasma mixture with a camel’s hair brush. 
No sutures were utilized, and waste was used 
for some compression owing to an unusual 
contour of the recipient area of the axilla. 
In twenty-four hours the graft was examined 
for movement, but none was found. The 
arm was placed in abduction, and three days 
later the waste was removed and the graft 
was examined. Three small necrotic areas 
had appeared in the center of the skin. In 
a few days the necrotic areas were replaced 
with Thiersch grafts from the arm. The 
edges of the graft were in excellent condi- 
tion. When last seen, the axillary defect 
was filling, more so since the skin grafting, 
and it appeared to be almost normal. 


CasE 3.—A master sergeant in the com- 
munication service had received an extensive 
second degree burn of the back, due to a live 
wire of high tension. The cicatrix over the 
right scapula was removed and replaced by 
a thin skin graft by the Sano method. The 
usual procedure was applied with bismuth 
tribromphenate (‘‘xeroform’’) gauze to the 
skin graft. In twenty-four hours, the graft 
was examined. It was discovered that the 
upper lateral border had moved, and it was 
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impossible to restore it to its original posi- 
tion, as it was too tightly adherent to its 
recipient area. Some necrosis had ensued, 
which made us somewhat disappointed. We 
believed that this man had moved about in 
bed too much on his back and had produced 
this movement. Any movement of his right 
arm would create a movement of the scapula 
and hence some movement of the graft. 


Case 4.—A staff sergeant received a gun- 
shot wound through the right knee while in 
Africa. A right popliteal arteriovenous 
fistula developed, which was corrected in San 
Francisco. After this operation, he acquired 
an indolent ulcer of the right popliteal fossa, 
which failed to respond to any treatment. 
The cicatrix was excised and replaced by a 
thin skin graft by the Sano method. The 
graft was examined in twenty-four hours, 
and the edges of skin were in perfect apposi- 
tion, with no blebs or hemorrhages under the 


skin. The knee joint was immobilized with 
a plaster cast. A perfect result occurred in 
this ease. 


Case 5.—A private accidentally stepped on 
a land mine in Louisiana. He sustained a 
compound, comminuted fracture of the tibia 
and fibula, with a resulting indolent cicatrix 
over the anterior midshaft of the tibia. The 
cicatrix was excised and replaced with a thin 
skin graft by the Sano method. The graft 
was reinforced with bismuth tribromphenate 
gauze. It was examined in twenty-four hours, 
and the edges of skin were in correct apposi- 
tion, tightly adherent. It had a purplish 
appearance. The result was ideal. 


COMMENT 


The bleeding of recipient areas was 
controlled entirely by hot saline com- 
presses, no suture material being util- 
ized, as we felt it was not conducive to 
good grafting. We had some bleeding 
only in case 3, and that could have been 
avoided if more precaution had been 
taken. Some movement of the graft had 
ensued because it was over a dependent 
bony prominence. The grafts were 
tightly adherent in twenty-four hours. 
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The Sano method may be used to some 
advantage for grafting in unusual con- 
tours in which it would be difficult to use 
sutures or apply pressure, as in cases 
1 and 2. The time element is a factor. 
The plasma and cell extract appeared 
to promote coagulation of bleeders in 
recipient areas and also to eradicate 
accumulation of excess serum under the 
graft. Five cases are not sufficient to 
pass critical judgment, but I should con- 
clude, from what we have seen and done 
and the results obtained, that the Sano 
method should be favorable. 


SUMMARY 


Grafting by the Sano tissue glue 
method was attempted in 5 cases, and 
the results were favorable. This indi- 
cates that this method has some prac- 
tical value. Hospitalization has been 
reduced to a minimum, and the time 
required for the operation itself has 
been shortened. The line of apposition 
between the recipient and donor tissues 
is not so conspicuous as with other 
methods. 


REFERENCES 
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Am. J. Surg. 61:105-106, 1943. 


RESUMEN 


En 5 casos se han llevado a cabo in- 
jertos por el método de Sano (tejido 
engomado) obteniendose resultados sa- 
tisfactorios, lo cual indica que el pro- 
cedimiento referido esta dotado de un 
cierto valor practifo. Con el empleo de 
esta téenica se ha acortado el tiempo de 
hospitalizacién, y se ha reducido, por 
otro lado, el periodo de duracién de la 
intervencién quirurgica. Hay que re- 
saltar que la linea de aposicién entre 
los tejidos del dador y el recibidor no 
es tan marcada como con los otros 
métodos. 
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RESUME Cpon 

Le greffage d’aprés la méthode tissu Ilepecayka KOXKM MO KieeBOoH MeTOse 


i ial . Sano Oba ycneliHO MpousBezeHa B NATH 
no f ratiqué 5 fois avec 
glu de Sano fut pratiq cayuaax. STO MOKasbIBaeT, UTO JTOT CIO- 


succés par l’auteur. Cela indique que 96 ymeer uapecTHy!0 MpakTH4ecKyl0 WeH- 
la méthode a une valeur pratique. Avec HocTb. IIpH ero ynoTpe6meHuu mpe6biBa- 
cette méthode le séjour a l’hdpital est Hue B 6OubHMWe ObIIO MHHHMA@JbHbIM HU 
abrégé et l’acte opératoire s’effectue en ObI0 ykKOpoueHO Bpema, HEOOXOZMMOe LIA 


° . sys IIpOH3BOJCTBa CaMOl oOnepauuH. JIMHHA 
: 1 ¢ sition n= 
moins de temps. La ligne d’appositio anno3HWuHH TKaHeli MOHOpa H pelentopa 


de la greffe est moins visible que par 6j;7a meHee 3aMeTHa, ueM pw .pyrux 
l’emploi des autres méthodes. cnoco6ax. 





j 


RUSSIAN SUMMARY FOR ARTICLE BY SPAETH AND KREWSON 


(IN AUGUST ISSUE) 


CBOJI 3aTeM, CCH HeOOXOAHMO, M3 NepeBA3sKH 
KOWWIaTepasIbHbIX COCYOB Kak sA3bI4HAaM, 

OueHb TpyAHO NOCTaBUTb AMarHo3 siNia'a: JIMIeBas, SaTbIMOUHA, BHCOUHaA HM, OCO- 
apTepHaJbHOH aHeBpusMbI Kpyra Willis’a;  GeyHo, nosxKe, BHYTpeHHaAA COHAN apTe- 
AMarHOs Gove YACTO MPUXOMMTCA CHEAT pug Tlocae mepeBasKu OGUlel COHHOt 
——— ueM NOATBepAMEHHEM, HM  anrepyy, BHYTPCHHAA COHHAA apTepHA B 
OOBIKHOBCHHO OH NOATBEPAAACTCA PaspHl- — pevicTBUTebHOCTH LeaeTCA, Ha OCHOBAHHU 
BoM. ApPTepHOBeHOSHLI€ aHEBPH3MBI COCY- —‘ayacroMo30B C COOTBETCTBYIOLMMH apTe- 
AOB, WIM NO OHSOCTH COCyAOB, COCTABIA- — nugmH NpOTHBONONOXKHOL CTOPOHBI Wen H 
roux Kpyr Willis’a He MpeACTaBAMOT — yy, BeTBbIO HapyKHOM COHHOM apTepHH. 
OUCH CIONKHBIE MMAPHOCTHYECKHE 3AMA4H. TlenepssKka, mo3%Ke, BHYTpeHHelt CoHHOti 
Mx aerko yXamuTb xupypruuecku. XMPYP-  antepun WaeT BOSMOXKHOCTH PasBUTb KOI- 
rHyuecKHH NOAXON, 3a UCKJIIUCHHEM Dandy JaTepaJIbHoe KpoBoo6palenne, LeHTPO- 
HHTpakpaHHabHOli NepeBa3sKH (COOGpa- crpemuTembHO K YepenHol NosocTH, 20 


%K€HHE KOTOPOH 3%eCb He BKIOUeHO) CO-  creneHH JOCTaTOUHOH, uTOOBI BMOomHe 
CTOHT MpeANOUTHTeIbHO (HM CeLyA XOPO- mpexoxpaHHTb OCOXKHeHHA, NOABAAIOUIN- 
10 .H3BeCTHYIO OObIKHOBeHHY!O lIpesBapu- ecA B CBA3H C MepBHYHOH NepeBaA3sKON. 

TeJIbHy}O J\MarHOCcTHYeCcKy!O mMpoweyypy) Bu6anorpapua coxzepxut 363 cnipaBoK 


M3 NMepeBA3KH OOWleH COHHOM apTepHu, a oT 1807 roma 20 BpeMeHH 3TOM CTATbH. 
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Local Infiltration of Procaine Hydrochloride Solution 
Combined with Intravenous Administration 


of Pentothal Sodium 


HAMILTON BAILEY, F.R.CS., F.1.C.S. (Hon.) 
LONDON, ENGLAND 


OR certain urgent operations, not- 

ably those for perforated peptic 

ulcer, acute pancreatitis and dif- 
fuse peritonitis from any cause, I have 
found that local infiltration combined 
with intravenous pentothal sodium * 
anesthesia is unexcelled. It is in emer- 
gencies such as these that, fearing chest 
complications, I strive to avoid use of 
an inhalation anesthetic. 

Having become familiar with this 
form of combined anesthesia, I have 
little doubt that the surgeon, particu- 
larly the isolated surgeon, will find an 
increasing field for its application. 

Although the procedure is absolutely 
simple and, if carried out in the manner 
I shall detail, is safe, experience has 
taught me that there are a surprising 
number of possible errors and mis- 
understandings, many of which may 
spell disaster. Among these mistakes 
are: injecting the pentothal solution 
into the rubber tubing near the inter- 
ceptor as opposed to near the vein; 
injecting the pentothal solution and then 
turning on the saline solution (which 
was dripping slowly) to a faster rate; 
allowing the receptacle containing the 
saline solution to run dry when all eyes 
are focused on the operation or the 
patient’s face; preparing two 1 Gm. 
doses of pentothal sodium (larger am- 
pules) instead of two 0.5 Gm. doses. 

Again I stress the need for adhering 





*Pentothal sodium is sodium ethyl (1-methyl- 
butyl) thiobarbiturate. 


to the technic described in its entirety. 
Many modifications were tried before 
these ultrasimple steps of the procedure 
were stabilized. In my endeavor to 
avoid misinterpretation, I crave the in- 
dulgence of the reader for' my reitera- 
tion of what at first sight may appear 
ridiculously elementary instructions. 

In order to expound the technic, a 
case of perforated peptic ulcer will be 
chosen. The choice of case is deliberate, 
for in my opinion it is of cardinal im- 
portance to avoid an inhalation anes- 
thetic in unselected examples of this 
catastrophe. 


TECHNIC OF PREOPERATORY PREPARATION 


In the Ward.—The stomach is emptied 
with a gastric aspiration tube, which is 
left in place. The patient is given a 
suitable dose of morphine, and his eyes 
are blindfolded securely. He is trans- 
ported to the operating theatre. 

In the Operating Theatre.—A cannula 
is tied into.a vein, or the bone marrow 
of the manubrium is cannulized. The 
choice of the route by which fluid is 
introduced into the circulation is not 
stereotyped; indeed, there are three 
avenues for its reception, each having 
advantages and disadvantages. 


1. An internal saphenous vein has 
the advantage that the infusion 
paraphernalia are well away from 
the abdomen. The main disad- 
vantage is that the anesthetist has 
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to journey to and from the pa- Haste Is Unnecessary.—Once the fluid 
tient’s head and foot. is dripping into the circulation, unless 
2. A vein of the left forearm is open the patient is moribund, his general 
to the objection that the extended condition commences to improve rather 
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1 ALWAYS HAVE THE DRIPPER 
' RUNNING AT, AT LEAST, SODROPS 
‘ INJECT FIRST Y2 PER MINUTE DURING THE 
A GRAM VERY SLOWLY INJECTION OF PEN TOTHAL 
S 
[WAIT FIVE MINUTES] 
2d 
i INJECT SECOND 2 GRAM 
e ALITTLE ATATIME, . 
S USUALLY ONLY A PORTION OF 2 ie 
t THE DOSE IS REQUIRED 
e 
. Symposium of essential details for supplementing 
> local infiltration with intravenous anesthesia. 
7 arm and the attached apparatus’ than to deteriorate. If necessary, he 
" hamper the surgeon’s assistant. can receive a pint of plasma before the 
1 3. The bone marrow of the sternum intravenous introduction of the saline 
. is efficient provided all concerned _ solution; indeed, until the patient has 
3 are familiar with this route. an adequate blood pressure (at least 
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110 mm. of mercury), the operation 
should not be commenced. The abdomen 
can be shaved and prepared more con- 
veniently than if he were in bed. The 
theater staff preparing for the operation 
should be instructed to carry out their 
duties quietly, and told that, as there is 
no undue haste, there is no excuse for 
clattering instruments. 

Preparing the Pentothal Solution— 
The anesthetist takes two 0.5 Gm. 
ampules of pentothal sodium and 
two corresponding ampules of sterile 
water. Providing himself with two 
10 ce. syringes, he proceeds to fill each, 
and thus has two 10 cc. doses of a 5 
per cent solution of pentothal sodium 
in readiness. 

Having made the necessary prepara- 
tion and having ascertained that the 
patient’s condition is satisfactory, what 
may be termed the operation proper can 
be commenced. 


TECHNIC OF OPERATION 


Infiltration of the Abdominal Wall. 
—The skin from the umbilicus to the 
xiphisternum is infiltrated with 1 per 
cent solution of procaine hydrochloride. 
A midline incision is made in the skin. 
There is usually little or no bleeding. 
The edges of skin are grasped in a Lane 
forceps. After a little undermining of 
these edges of skin on either side, each 
rectus sheath is infiltrated with the local 
anesthetic thoroughly. 

Introducing Pentothal into the Circu- 
lation (Fig.)—The saline solution must 
be running at a rate of at least 50 drops 
a minute. The anesthetist sterilizes the 
rubber tubing near the cannula and 
injects 0.5 Gm. of pentothal into the 
lumen of the rubber tube in exactly the 
same way as it would be injected directly 
into a vein, i.e. very slowly, 0.1 Gm. at 
a time. While the pentothal is being 
injected a nurse sits on the anesthetist’s 
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seat at the head of the table, encourages 
the patient, tells him to count loudly, 
and has her hands in readiness to hold 
the jaw forward should this become 
necessary. When the injection has been 
completed the anesthetist returns to 
the paient’s head. Unconsciousness is 
sometimes delayed a little longer than 
in the case of a direct injection into the 
vein. Usually the respirations become 
somewhat shallow, and the patient tends 
to become cyanosed. In all cases the 
lower jaw must be held forward, and 
in many instances oxygen should be 
administered. 

We shall assume that the patient has 
fallen asleep, that he is somewhat 
cyanosed and that the anesthetist is 
attending to him. 

Opening the Peritoneum.—While the 
work just described has been proceed- 
ing, the surgeon has clipped towels to 
the wound edges, has completed the 
midline incision and has opened the 
peritoneum. Again, it is emphasized 
that there is absolutely no hurry. Time 
can be well spent sucking out fluid from 
the peritoneal cavity. If all is well with 
the patient, the operation proceeds, and 
after at lapse of five minutes a portion 
of the second 0.5 Gm. of pentothal is 
injected according to the needs of the 
patient. Usually after the lapse of five 
minutes the abdominal wall is well re- 
laxed and the patient’s color is a satis- 
factory pink. All that is necessary is 
to give just sufficient pentothal in 0.1 
Gm. doses to keep him asleep; the local 
anesthetic is in full operation as far as 
the abdominal wall is concerned. 

To illustrate what can be accom- 
plished with this form of combined 
anesthesia, I sutured successfully a 
perforated gastric ulcer in a patient 
aged 80 at 2 am. in a small nursing 
home during-an air-raid. As, owing to 
the circumstances, no medical assistance 
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could be obtained, a nurse injected the 
pentothal under my instructions. 


RESUMEN 


El autor ha hallado que la infiltracion 
local con clorhidrato de procaina en com- 
binacién con la inyeccién intravenosa de 
pentothal séddico constituye un método 
excelente para cierta clase de opera- 
ciones de urgencia, especialmente en la 
ulcera péptica perforada, pancreatitis 
aguda y peritonitis difusa de cualquier 
origen. En el presente trabajo se des- 
cribe detalladamente la técnica de este 
procedimiento anestésico. 


RESUME 


L’auteur nous dit que dans certaines 
opérations d’urgence, telles que les 


HAMILTON BAILEY 





J. INTERNAT. 
COLL. SURG. 


opérations pour perforations d’ulcére 
peptique, pancreatites aigués et péri- 
tonites diffuses, le chirurgien peut avec 
grand avantage avoir recours a 1|’infil- 
tration locale avec l’hydrochlorure de 
procaine combinée a 1|’injection intra- 
veineuse de pentothal sodium. I] décrit 
en détail la technique qu’il emploie et 
qu’il recommande. 


CBon 


ABTOp HaxOAHT, 4YTO MpH HeKOTOPBbIX 
CPOuHBIX ONepallHAx, KaK Nepdopauusa x*Ke- 
JYLOUHON A3BbI, OCTPbI NMaHKpeaTuT u O6- 
{MH MepHTOHHT OT BCAKOM MPHYHHbI, MeCcT- 
HaA HHDUJIbTPauluHA PaCTBOPOM KHCJIOH Co- 
JH MpOKaHHa BMeCcTe C HHTPaBeHO3HbIM 
BIMBaHHeM COJbI MeHTOTAIa ABIACTCA Ca- 
MOH wzy4uleH MepoH. JlaHO ZeTalIbHOe ONH- 
CaHHe MeTOJHKH. 
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An Analysis of Indications, Results and Dangers 
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r | NHE supravaginal hysterectomy 
has been a standard gynecologic 
procedure for many years. It 

was one of the early types of abdominal 
operations and has held a high position 
among operations so far as cure or 
relief of the patient and her symptoms 
are concerned. Generally, it has been 
considered an adequate procedure that 
has not been too hazardous to the 
patient. Physiologic observations and 
knowledge accumulated in the last two 
decades have allowed tremendous exten- 
sions of surgical procedures, and what 
was considered adequate and successful 
surgery twenty years ago does not rank 
as such today. This statement applies 
to the surgery of all systems of the 
body, and of course it applies to the 
operations undertaken by the gynecolo- 
gist. The supravaginal hysterectomy 
has been referred to as an incomplete 
operation, and this term seems best to 
describe its position among surgical 
operations at the present time. This 
does not mean that a supravaginal 
hysterectomy should never be done and 
that the procedure does not have a defi- 
nite and established position in good 
surgical practice. 

The complete hysterectomy has _be- 
come an increasingly popular procedure 
in the past decade, and more gynecolo- 
gists are finding reasons why this pro- 
cedure should be done more often and 
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why indications for it have become 
extended. 

It is our purpose in this presentation 
to analyze and discuss some convictions 
which we have acquired in regard to 
the complete hysterectomy. These con- 
victions are based on a study of 100 
consecutive complete hysterectomies 
done at the Jefferson Hospital and The 
Philadelphia Lying-In Hospital over a 
relatively short period of time, and after 
a definite technic had been developed. 
In all instances the senior author was 
personally responsible for the patient 
and his technic was carried through at 
the operation. In a few instances the 
house officer or the junior member of 
the staff did the actual operation under 
the senior author’s direct supervision. 


THE SUPRAVAGINAL HYSTERECTOMY 


The supravaginal hysterectomy has 
been utilized very generally as the oper- 
ation of choice for benign uterine tumors 
which originate in the body of the uterus 
and for adnexal lesions. It has been 
successful in the relief of symptoms pro- 
duced by such lesions as myomata uteri, 
adenomyosis uteri, functional uterine 
bleeding, partial descent of the uterus, 
pelvic inflammatory disease, endometri- 
osis, endometrial polypi and benign 
uterine adnexal disease. In the presence 
of these conditions it has been thought 
advantageous or not disadvantageous 
to allow the cervix to remain. Some 
of the advantages which are attributed 
to the supravaginal hysterectomy have 
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been the simplicity of the technic, the 
slight loss of blood, the absence of post- 
operative morbidity and the very low 
mortality. Besides these immediate ad- 
vantages, great importance has been 
ascribed to the cervix as a fundamental 
structure in the human female. The 
preservation of the cervix has been 
thought to be necessary to maintain 
normal support of the vaginal vault and 
bladder, to maintain normal vaginal 
secretion and to prevent shortening of 
the vagina. With these facts as a basis, 
we have studied this series of cases and 
wish to discuss our convictions. 


TECHNIC . 


We shall not discuss in detail the 
technic which has been used for the 
complete hysterectomy. However, we 
shall mention some pertinent points. 
Preparation of the vagina is accom- 
plished by thorough cleansing followed 
by the use of some antiseptic, preferably 
an aqueous solution of zephiran chloride. 
This is done in the operating room, and, 
when necessary, it has been followed by 
a vaginal plastic procedure. A _ self- 
retaining catheter is placed in the 
bladder and is allowed to remain there 
for seventy-two hours following the op- 
eration. This was done originally be- 
cause of the fear of injury to the bladder 
and the ureter, and it has been continued 
because it decreases the necessity for 
nursing care. It is our impression that 
it prevents immediate postoperative 


bladder dysfunction and immediate 
postoperative morbidity due to such 
dysfunction. 


The technic of the hysterectomy 
proper is really an extension of the 
technic used for supravaginal hyster- 


ectomy. The bladder peritoneal flap is 
developed, and the ligation of the 


ovarian vessels is not at all different 
The uterine 


for the two procedures. 
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vessels are ligated originally at about 
the site which one would use for the 
supravaginal hysterectomy, and then 
the uterine vessels are dissected from 
the uterus by cutting away the para- 
metrium. One or two additional liga- 
tures are necessary to control all the 
bleeding from the uterine vessels con- 
tained in the parametrium. The para- 
metrium is dissected free from the 
cervix and upper part of the vagina as 
far as necessary. The uterosacral liga- 
ments are then exposed, ligated and 
separated. Then the uterus is excised 
from the vagina. All the vessels are 
religated, and the vagina is closed with 
a continuous suture, so as to avoid as 
much as possible the development of 
persistent granulations in the vaginal 
canal. Many surgeons have found it 
unnecessary to close the vagina, but it 
would seem that some type of everting 
suture should be used to approximate 
the vaginal walls in either suleus, even 
though the vagina is not completely 
closed. 

The round ligaments and the utero- 
ovarian or infundibular pelvic ligaments 
are fixed to the vault of the vagina. 
Although this may not be necessary, it 
accomplishes two purposes: it fixes the 
rault of the vagina, and it helps some- 
what to peritonealize the exposed pelvic 
surfaces. All raw surfaces are covered, 
and only one knot is exposed to the 
peritoneal cavity. 

We prefer to use fine catgut suture, 
chromic no. 0, throughout the procedure, 
and we have the impression that this is 
good surgical practice. 

The anesthetic we prefer is fractional 
spinal, with special consideration for 
small doses. In the series of cases which 
we are using as a basis for this discus- 
sion, 2 ce. of 5 per cent procaine hydro- 
chloride solution in the spinal fluid was 
used as the initial dose and 1 ce. of the 
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solution was used as necessary to sup- 
plement the original doses. Usually 5 
or 6 cc. of the solution was necessary 
to complete the operation, or a total 
of 250 mg. This type of anesthesia gives 
good and adequate relaxation, prevents 
dangerous depression of the blood pres- 
sure and allows for a careful and delib- 
erate technic. 

The time, trauma and loss of blood 
associated with the complete hysterec- 
tomy are not remarkably greater than 
with supravaginal hysterectomy. The 
immediate effects of the operation on 
the patient are essentially the same 
regardless of which procedure is used, 
and it would seem that the crux of the 
problem is which procedure gives imme- 
diately and ultimately the better results. 

With these points in mind, we have 
studied this series of 100 cases. 

The ages of the patients were distrib- 
uted as shown in table 1. 


TABLE 1 
Age Distribution 


Age, Years No. of Patients 
20-29 1 
30-39 36 
40—49 50 
50-59 11 
60-69 2 


The average age was 44.0 years. 
There was only 1 patient in this series 
under 30 years of age, but on the basis 
of our experience we feel that there is 
no real objection to removing the cervix 
of a young woman when no endometrium 
can be conserved regardless of whether 
the adnexa must be removed or not. 
This statement is made deliberately and 
implies that the cervix per set serves 
no useful purpose in the woman who 
must have her uterus removed. 

The extent of the operation and 
the additional surgical procedures are 
shown in tables 2 and 3. These are 
shown with the idea of demonstrating 
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Type of Operation 
No. of Cases 


Total hysterectomy, conservaton of 

PUAHORE a5 ole wlo-es cisinisi> +o'eisaiereisce + 23 
Total hysterectomy, partial removal of 

LLP CUS SRST SS ste ares erg Te Ones 26 
Total hysterectomy, complete removal of 

PPMMRERH gs ese ios pisos ateiore esis 01-0 i 51 

TABLE 3 
Additional Surgical Procedures 
No. of Cases 

Dilation and curettage..............6- 10 
AMPENGSCLOMY. . 6.6 62.0 os 5550 0s cicseee 22 
Vaginal plastic operation............. 12 


that routinely the disposition of the 
uterine adnexa is made without regard 
to the conservation of the cervix and 
that it is considered good surgical prac- 
tice to conserve the uterine adnexa in 
all patients up to the age of 50 when 
they appear normal and when there is 
no indication of endocrine dysfunction 
in the patient’s history. The number 
of additional procedures indicates that 
these can be accomplished without undue 
danger to the patient and can sub- 
stantiate the concept that gynecologic 
operations are often multiple operations, 
accomplished with the idea of completely 
reconstructing the pelvic organs and 
relieving the patient of symptoms refer- 
able to the genital tract. Here again the 
conservation of the cervix need not have 
been considered. 

~ Table 4 shows the incidence of febrile 
reaction following this series of opera- 
tions. The incidence of 21 such post- 
operative reactions may seem high and 


TABLE 4 
Morbidity 
No. of Cases 

Postoperative febrile reaction......... 21 
Urinary tract infection............... 10 
POYVITOCIAL ADBGOBSs 6% 6.36.60 4509.0 6 sine if 
Pyelitis and retained sponge in vagina. 1 
MMAR OTMECIIIAS 5! 5).5. sta. 4/475 ais aos 9 0 1 
WV OUNG ANECOTION 4 6.5 056. 5:6.6:0 5:0: 470 2109 21s: 1 


actually indicates an unexplained cause 
for febrile reaction for the seventy-two 
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hours immediately following the opera- 
tion. This febrile reaction occurs fre- 
quently and is rather expected after 
many operations of an extensive nature. 
It need give no particular concern to 
the physician in charge of the patient 
and seems not to retard the patient’s 
ultimate recovery. The number of pa- 
tients with definite cause for the fever 
are given, and they are about the num- 
ber and kind one would expect with any 
extensive operation. It is not shown in 
the table, but very likely the patients 
with pyelocystitis were the ones who 
were subjected to extensive bladder 
mobilization during the course of the 
operation. 

No accidents were sustained at opera- 
tion which could be directly attributed 
to the complete hysterectomy. One 
ureter was severed during an operation, 
but this accident would have occurred 
regardless of which type of hysterec- 
tomy was done. It took place during the 
release of an adherent adnexa, and after 
immediate care of the ureter a complete 
hysterectomy was done. No _ bladder 
injuries were known to occur. There 
was one intestinal injury. The small 
intestine was severed when an effort 
was made to free it from a large inflam- 
matory mass in the pelvis. Immediate 
disposition of the injured intestine was 
made, and a complete hysterectomy was 
done. There has been no immediate 
or remote mortality in this series of 
cases, and no remote morbidity which 
we could ascribe to the type of opera- 
tion performed. 

In our series of cases the average 
number of hospital days following the 
operation before the patient’s discharge 
from the institution (table 5) was fifteen 
and four tenths. The shortest stay in 
the hospital following the operation was 
eleven days, and the longest stay was 
forty-three days. 
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Length of Hospitalization 
Following Operation 


Days 
Shortest a A 
Longest 43 
Average 15.4 
Mean 14 


INDICATIONS FOR COMPLETE HYSTERECTOMY 


In a presentation of this kind one 
should discuss some of the indications 
which are usually accepted for complete 
hysterectomy. Carcinoma of the cervical 
stump has been used as one of the chief 
indications. Carcinoma of the cervical 
stump has been observed 21 times in a 
series of 541 cases by Dr. Lewis C. 
Scheffey of Jefferson Hospital in his 
cases of carcinoma of the cervix. This 
alone would justify the removal of the 
cervix if the normal physiologic proc- 
esses of the genital tract could be main- 
tained and if the mortality and the re- 
mote morbidity from the operation did 
not overcome the effects it produces in 
lowered incidence of cancer. 


FOLLOW-UP OBSERVATIONS AND COMMENTS 


Our follow-up of these patients has 
been directed to determine some of the 
remote results which we think are im- 
portant and which have not been stressed 
because of the importance placed on 
the danger of cancer occurring in a re- 
tained cervical stump after supravaginal 
hysterectomy. , 

In this series of cases of complete hys- 
terectomies our interest is particularly 
directed to four points which theoreti- 
cally could be influenced by removal of 
the cervix: (1) granulations in the vault 
of the vagina; (2) support of the vaginal 
vault; (3) shortening of the vagina, 
and (4) development of normal vaginal 
biology. 

Granulations in the vault of the vagina 
have occurred in 27 per cent of our 
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patients and have usually been managed 
by curetting the granulation tissue a few 
weeks after the operation. If the granu- 
lations are not destroyed, it is our im- 
pression that they will produce an 
abnormal vaginal flora and consequently 
a leukorrhea. In our experience they 
have not been a troublesome problem, 
but they should and can be prevented 
with proper attention to closure of the 
vaginal vault. We think that the in- 
stances of their occurrence have become 
fewer as we have learned to close the 
vault of the vagina more meticulously. 

The support of the vaginal vault is 
not dependent on the presence of the 
cervix. This statement is proved by the 
utilization of vaginal hysterectomy for 
the cure of prolapse of the uterus and 
of vaginal eversion. It has also been 
observed that prolapse of a retained 
cervix occurs not infrequently following 
supravaginal hysterectomy, but in our 
experience prolapse of the vaginal vault 
has not occurred following complete 
hysterectomy. 

Our follow-up of this group of 100 
patients has indicated that no vaginal 
shortening occurred because of the op- 
eration, and in some instances it was our 
impression that the vagina had been 
lengthened somewhat. In regard to this 
statement one should appreciate that 
there is a great variation in the length 
of the vagina in different individuals, 
and it is difficult to understand how the 
operation of complete hysterectomy 
could influence greatly the length of a 
structure which is so variable. It does 
not seem that either a supravaginal hys- 
terectomy or a complete hysterectomy 
without vaginal repair could alter the 
length of the vagina sufficiently to inter- 
fere greatly with complete or satisfac- 
tory coitus. 

Normal vaginal biology has been an 
important consideration with us in our 
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follow-up study of this series of cases. 
Our studies have not been completed 
and some of our concepts are hypotheti- 
cal, but it is our impression that normal 
vaginal biology exists after complete 
hysterectomy when the ovaries are con- 
served. This concept is based on the 
examination of a great many vaginal 
smears taken after complete hysterec- 
tomy with conservation of ovaries and 
after the use of estrogenic substances 
when the ovaries have been removed. 
Much importance should be ascribed to 
this concept, and it would seem that the 
value of complete hysterectomy as a 
standard and acceptable procedure can 
depend very largely upon this concept. 


SUMMARY AND CONCLUSIONS 


We have discussed the merits of two 
standard gynecologic operations, the 
supravaginal hysterectomy and the com- 
plete abdominal hysterectomy. 

The supravaginal operation holds a 
definite and respected position in sur- 
gery and should be used when the 
opportunity has not been available to 
standardize a technic for complete 
hysterectomy. 

We have used a series of 100 con- 
secutive cases in which complete abdomi- 
nal hysterectomy was done as a basis 
for our concepts, which are as follows: 

1. The cervix per se is not an impor- 
tant structure when no endometrium can 
be conserved. 

2. The mortality for complete hyster- 
ectomy may be slightly greater in a 
large series of cases. There was no 
mortality in this series of cases, nor 
has there been any mortality from com- 
plete hysterectomy at any time in our 
own experience. 

3. The incidence of immediate febrile 
reaction is about the same for the two 
procedures. Theoretically, it should be 
less following complete hysterectomy. 
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4. We think that the remote morbidity 
is less after complete hysterectomy, and 
we have outlined briefly some of our 
criteria for this belief. 

5. Finally, we believe that the com- 
plete hysterectomy is a complete opera- 
tion that should be utilized by well 
trained gynecologists and that as one’s 
experience grows its merits will become 
obvious and impressive. The supra- 
vaginal operation, however, must be 
utilized at times and will always retain 
its position as a valuable surgical 
procedure. 


RESUMEN 


Se estudian los méritos de dos inter- 
venciones ginecolégicas de tipo stan- 
dard: la histerectomia supravaginal y la 
histerectomia abdominal completa. 

La intervencién supravaginal ocupa 
un lugar bien definido dentro de la ciru- 
gia y debe ser empleada cuando no se 
tenga la oportunidad de establecer una 
técnica standard para la histerectomia 
completa. 

Nuestras conclusiones se basan en una 
serie de 100 casos consecutivos en los 
que se empleé la histerectomia abdo- 
minal completa. En resumen, las con- 
clusiones aleanzadas son las siguientes: 

1. El cuello por si mismo no consti- 
tuye una estructura importante en las 
circunstancias en que no pueda conser- 
varse endometrio alguno. 

2. La mortalidad correspondiente a la 
histerectomia completa puede que sea 
ligeramente superior en una serie mas 
numerosa de casos. En la serie presente 
no se observo ningun caso de mortalidad, 
y en nuestra experiencia tampoco hemos 
tenido ningtin desenlace fatal con la 
histerectomia completa. 

3. La presencia de reacciones febriles 
inmediatas es aproximadamente igual 
con los dos métodos. Teoricamente de- 


berian ser menores tales reacciones e 
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seguidas de la histerectomia completa. 

4. Estimamos que la morbilidad re- 
mota es menor a continuacion de la his- 
terectomia completa, y a este proposito 
hemos expuesto brevemente nuestro 
criterio. 

5. Como final, creemos que la his- 
terectomia completa constituye una in- 
tervencion total que debe ser empleada 
por ginecdlogos bien experimentados. 
Kstimamos asimismo que los méritos de 
esta intervencién se haraén mayores y 
mas patentes a medida que aumente 
nuestra experiencia en ese campo. De 
todos modos, la intervencién suprava- 
ginal seguiré uséndose en ocasiones 
y continuara manteniendo una _posi- 
cidn propia y valiosa en la cirugia 
ginecoldgica. 


RESUME 


Nous avons discuté les mérites de deux 
opérations classiques gynécologiques: 
Vhystérectomie supravaginale et l’hys- 
térectomie abdominale compléte. L’opé- 
ration supravaginale a une position 
définie et respectée et sera l’opération 
de choix quand l’opportunité de se per- 
fectionner dans la technique de l’hys- 
térectomie compléte n’est pas a la portée 
de l’opérateur. Nous avons fait une 
série de 100 cas consécutifs d’hys- 
térectomie compléte abdominale, et 
nous sommes arrivés aux conclusions 
suivantes : 

1. Le cervix par lui-méme n’est pas 
important quand tout l’endométre doit 
étre enlevé. 

2. La mortalité de 1l’hystérectomie 
compléte peut étre plus élevé dans une 
grande série de cas. Nous n’avons eu 
aucune mortalité dans nos cas. 

3. La réaction fébrile immédiatement 
consécutive a ces deux opérations est a 
peu prés la méme. Théoriquement, elle 
devrait étre moindre aprés |’hystérec- 
tomie compléte. 
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4. Nous croyons que la morbidité 
éloignée est moindre aprés |’hystérec- 
tomie compléte. Nous avons énuméré 
briévement les critériums de _ notre 
opinion. 

5. Finalement, nous sommes d’avis 
que l’hystérectomie compléte est l’opéra- 
tion de choix dans les mains de gyné- 
cologues entrainés. Avec |’expérience 
les mérites de cette opération deviennent 
plus évidents et plus impressionnants. 
L’opération supravaginale peut étre uti- 
lisée dans certains cas et ne doit pas 
étre abandonnée entiérement. 


CBO M 3aKJIIOUeHHA 


BspelweHa CpaBHUTeJIbHaA WeHHOCTb JBYX 
OOULeNPHHATLIX FHHEKOJOPMYeCKHX OMlepa- 
WH, AMMCHHO CyNpaBarnHadbHOHK HW NOHOK 
aOOMHHaJbHOH MCTep9KTOMHH. 

CynpaBarHHasibHad HCTep9KTOMHA 3aHH- 
MaeT ONpeseseHHOe HM BaXKHOe MECTO B XH- 
Pyprvuv MW 2OKHAa OLITh NpHMeHeHa, CCIM 
MeTOJMKa NMOMHOM MCTepSKTOMHM elle He 
BIOJHe yCOBepuleHCTBOBaHa. 

Caenyroulne 3aKm04eHHA ObIIM CeaHbl 
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Ha OCHOBaHHH 100 noceOBaTebHbIX CJy- 
yaeB NOJHOKM aOOMHHaIbHOH UCTep3KTO- 
MHH: 

1. Uletka matTKu cama mo ce6e He &AB- 
JIACTCA BAXKHbIM OpraHOM, eCJIM HeJIb3A CO- 
XpaHHTb 9HLOMeTPHH. . 

2. CMepTHOCTb IIpH MOJHOM UCTep9KTO- 
MHH MOXET ObITb BBILIe B OOJbUIOM KOJH- 
yecTBe clyuaeB. B ZanHOM Cepuu CMepTedb- 
HOCTH He ObI0, H BOOGIE BO BCeM HallieM 
ONbITe C MOJHOM MCTep9KTOMHeH. 

3. HemenieHHoe MOBbILIeHHe TeMmepa- 
TYPbI Culy4yalocb B OOeHX ONepauMAX Cc TOH 
#e “aCTOTOH. TeopeTHyuecKM TaKaaA peak- 
WHA OJDKHA ObITh OOee pexKON pH Now- 
HOH HCTePpIKTOMHH. 

4. Mbl 2yMaeM, 4TO OTZaseHHaA cMep- 
TCJIbHOCTb MeHbIUe Ip MOMHOM MCTep93K- 
TOMHH. Mbl faeM KpaTKHH OO630p Hallux 
coo6paxkenui. 

5. B 3akm104ueHHe, MbI BePHM, YTO NOU- 
Had MCTeP9KTOMHA ZITO NOMHAA ONepauHaA, 
KOTOPad JOKHA ObITb MPOM3BeLeHa XOPO- 
110 TPeCHHpOBaHHbIMH THHeKOWOraMH, 4H, 
4uTO TIO Mepe pocTa ONbITa, IpeHMylecTBO 
3TOH ONepalHu elaetcA OONee OueBuL- 
HbIM HM BaxKHbIM. Bce Ke HHOra HeEOOXOLH- 
MO IIPHMCHHTb CylIpaBarHHaJbHyl OMmepa- 
uHIO HM OHA BCerga OyfeT 3aHHMTab CBOe 
MeCTO, KaK WeHHad XMpyprvyeckan Mmepa. 
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The Newer Developments in Shock and Refrigeration 
FREDERICK M. ALLEN, M.D. 


NEW YORK, N. Y. 


RAUMA and shock and _ their 

treatment always rank high in 

surgical importance, and they do 
so particularly in a time of war. Hxist- 
ing textbooks being out of date, an 
opportunity to review recent develop- 
ments in a small monograph is hoped 
for; but the immediate military applica- 
tion is the reason for summarizing in 
this paper some details which may be 
better known to specialists than to the 
members of the medical profession in 
general. 

It has been proposed elsewhere ' that 
the word shock can be made precise by 
limiting it to its original surgical mean- 
ing and to designation of a few truly 
equivalent conditions; and the basic 
distinction between primary and second- 
ary shock can be clarified by three con- 
trasting features. Primary shock is of 
“nervous nature, located in the arterioles 
and characterized by vasodilatation. 
Secondary shock is of metabolic nature, 
located in the capillaries and character- 
ized by vasoconstriction. The word 
shock by itself is used to denote sec- 
ondary shock, because of its greater 
importance. 

The total evidence supports Phemis- 
ter’s contention? of the nonexistence of 
‘‘neurogenic’’ secondary shock. ‘Two 
qualifications are important. First, 
though nervous or primary shock is sel- 
dom fatal, the well known deaths from 
the vasodilator hypotension of spinal 
anesthesia illustrate the occasional ex- 
ceptions. Second, pain, spinal anes- 


thesia and all other éauses of primary 
shock aggravate secondary shock or 





lower resistance to it. Therefore, spinal 
anesthesia is prohibited in secondary 
shock. The extent of the prevailing con- 
fusion is exemplified in claims that 
spinal anesthesia can be shockless like 
refrigeration if it is given low enough 
or if hypotension is counteracted by 
injection of epinephrine or a similar 
drug. The rudimentary fact is that no 
kind of nerve block inhibits secondary 
shock, and vasoconstrictor drugs are 
contraindicated in its treatment. It was 
necessary elsewhere* to criticize an 
assertion * that in cases of thigh ampu- 
tations done with spinal or inhalation 
anesthesia ‘‘none of the patients suf- 
fered from shock during or after the 
operation.’’ Refrigeration is unique as 
the only agency that inhibits both pri- 
mary and secondary shock. Nobody can 
amputate a thigh without shock except 
under refrigeration. Strong patients 
may withstand the shock excellently, 
and surgeons may find reasons for pre- 
ferring other anesthetics in spite of the 
shock factor. But the low mortality 
figures on which a few surgeons pride 
themselves are prima facie proof that 
they were dealing with patients strong 
enough to tolerate the shock. A very 
simple confirmation is furnished by the 
ability of patients to eat full meals be- 
fore and after refrigeration operations 
and their inability to do so after sub- 
jection to other anesthetics. It is un- 
necessary here to add the claim of 
improved healing after refrigeration 
and the assured fact that refrigeration 
is the only form of anesthesia that has 
never caused any deaths. 











OBSERVATIONS ON SHOCK 

Unintentionally and unfortunately, 
the individual unaided research,’ of 
which refrigeration was one feature, 
included other new findings which sweep- 
ingly contradicted the cardinal doctrines 
of shock which had been maintained by 
official and academic authority without 
challenge for a generation, but which 
were found to rest on defective experi- 
mental evidence or none. Although lim- 
ited in methods, delayed for years and 
finally terminated by blocking of all 
opportunities and support, the following 
nine observations have apparently led 
to productive new investigations by 
others. 

1. The tourniquet method for produc- 
ing experimental shock was _ selected, 
standardized and demonstrated with re- 
spect to its advantages of convenience 
and freedom from complications. This 
use was begun long before the publica- 
tion of Wilson and Roome,® on the basis 
of deaths encountered in ligations of 
legs at various temperatures and also 
of the seattered clinical reports of this 
kind. The newness of the standard- 
ization was attested by the published 
doubts concerning reliability (Noble‘; 
Wiggers *) and the necessity of personal 
demonstration to several investigators. 
The wide laboratory adoption of the 
method definitely followed this paper. 

2. The demonstration of the inhibi- 
tion of shock by reduced temperature 
and its aggravation by elevated tem- 
perature was the first break in the uni- 
versal practice of warming shocked 
patients or their injured parts. Be- 
sides the shockless anesthesia, this prin- 
ciple has found other applications, to be 
mentioned later. 

3. The first idea of immunization 
against shock was introduced in experi- 
ments which failed because of the un- 
favorable environment. But Green and 
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Bielschowsky ® adopted the identical 
method successfully, and confirmations 
by Ungar’ and Noble ™ leave no doubt 
of the fact that a series of graded in- 
juries will enable an animal to withstand 
two or three times as much injury as 
would cause fatal shock in normal con- 
trols. Theoretically this contribution 
possibly favors the toxic element in 
shock, and practically it suggests a 
prophylactic value of the rough exer- 
cises used in training soldiers. 

4, The demonstration that large intra- 
venous injections of saline solution or 
plasma result in progressive accumula- 
tion of fluid in any injured region but 
not elsewhere in the body, and also that 
such abnormal permeability is absent in 
hemorrhagic shock, was the simplest 
and one of the earliest proofs that ab- 
normal permeability is limited to the 
injured area, but it has received no men- 
tion in connection with more elaborate 
proofs by workers enjoying lavish 
facilities. 

5. A dual theory of etiology was pro- 
posed: namely, that shock is a variable 
mixture of the two components of fluid 
shift and intoxication. The toxic theory 
of the governmental Shock Commission 
of the first World War was based on 
a very elementary blunder, namely, the 
incorrect weighing of animals’ legs. 
Thus they missed the actual amount of 
local fluid exudation, which in many 
cases is clearly sufficient to account for 
death by a physical process without a 
necessary assumption of a chemical 
factor. But, apart from the disputed 
evidence offered by Moon and other up- 
holders of intoxication, the new research 
stressed two points which had_ been 
overlooked by Phemister and Blalock 
in setting up the pure physical theory. 
First, their procedure had not been 
varied enough for establishing a general 
law, and their somewhat stereotyped 
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experiments allowed time for plentiful 
accumulation of fluid. The opinion that 
the severest shock which kills in the 
shortest time is accompanied by less 
than fatal local accumulation of fluid 
has been confirmed most recently by the 
Chess group,’” who have also claimed 
to show evidence of intoxication by cross 
transfusion. Second, Phemister and Bla- 
lock failed to observe that the severest 
shock can be fatal even if sufficient 
plasma to maintain the blood volume is 
injected from the earliest stage. Since 
the cause was not nervous, the proof of 
a chemical factor seemed to be decisive. 
This proof has now been completed by 
the direct demonstration * of circulat- 
ing chemical substances corresponding 
to the successive stages of shock. This 
brilliant work of the Chambers group 
has also confirmed the suggestion °” of 
differences in the shock produced by 
varying the components, i.e., by ligating 
large tissue masses for short periods or 
smaller tissue masses for longer periods. 
Presumably the response to treatment 
may be found to vary accordingly. 

Although the dual mechanism in shock 
seems to be thus conclusively estab- 
lished, there is room for a_ plausible 
speculation that chemical substances in 
the injured tissues may be the cause of 
the abnormal capillary permeability and 
fluid exudation, and that these or related 
substances diffusing into the circulation 
may be responsible for the systemic 
vascular disturbances. In this way a 
unitarian toxic concept may possibly be 
established. 

6. The prevailing theory of irreversi- 
bility of shock*** was corrected by 
showing that animals in the act of draw- 
ing their last breath could be revived 
and enabled to live twelve to thirty 
‘hours longer with a striking recovery 
of strength. The best revival was ob- 
tained with injections of saline solution 
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in dogs with hemoconcentration, but of 
whole blood in dogs with hemodilution 
and in all rats; plasma was always in- 
ferior. Presumably the reservoir of 
hyporeactive toxin (Chambers) in trau- 
matic shock made the ultimate outcome 
more hopeless than in hemorrhagic 
shock, since the Levine-Soskin group ” 
confirmed this reversibility in hemor- 
rhagie shock to the extent of complete 
recovery. ‘Transfusion alone having 
always failed (this creating the legend 
of irreversibility), their success was 
accomplished with the aid of salt 
solution. 

The fundamental significance of this 
changed viewpoint should be made clear. 
The doctrine of irreversibility assumed 
that hypotension, anoxia or other proc- 
esses in shock caused injuries to the 
liver, adrenals, nervous system, heart 
or especially the general capillaries, 
which were inevitably fatal. The dis- 
proof of this doctrine reveals a large 
reserve function in these organs up to 
the ordinary time of death. This does 
not imply that a hopeless stage may 
not be reached later or that any shocked 
organism can be saved at any stage. It 
does remove an excuse for failure. It 
implies that many patients, especially 
under the former plasma _ treatment, 
have died at stages when they were still 
capable of temporary or permanent re- 
covery. Death in the hopeless cases may 
be attributed either to lethal quantities 
of the hyporeactive substance (Cham- 
bers) or to further anoxial damage. But 
the ability to prolong life arouses hope 
and challenges workers to discovery of 
better injection fluids or other treat- 
ments, as will be mentioned later. 

7. The misconception of endless leak- 
age of plasma through damaged capil- 
laries and the necessity of colloid injec- 
tions to keep the blood stream filled was 
overthrown. When the tissue need for 
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fluid and electrolytes is satisfied, an 
equilibrium is established so that the 
circulatory volume is maintained, even 
though the injected fluid is plain saline 
solution and even though the blood is 
abnormally diluted. The exudation re- 
mains stationary, subject to increase 
with further injections but not spon- 
taneously. These experiments and this 
principle in shock have been entirely 
ignored by later writers. 

8. New evidence was brought showing 
the elementary fallacies in the potassium 
intoxication theory and in the adrenal 
cortical therapy of shock. The omission 
of the latter practice from the recent 
official memorandum ' on fluid balance 
may help to terminate its lingering sur- 
vival among some physicians. 

9. This publication *? was the first to 
compare plasma and saline solution in 
shock treatment and to declare the latter 
equal or superior. Davidson™ and 
Underhill '® showed saline solution to be 
beneficial for burns (confirming its use 
for various conditions since 1831), but 
the tradition of superiority or necessity 
of plasma remained unquestioned. The 
official Shock Commission of the first 
World War became so enamored of a 
theory of colloid domination of the cir- 
culatory phenomena of shock that they 
set up this pure fancy as a dogma with- 
out any real proof of the alleged specific 
benefit of colloid solutions and harmful- 
ness of crystalloid solutions in shock, 
but it is chiefly amazing that the 
wealthiest laboratories should have duti- 
fully supported the authorities with 
ostensible experimental proofs for a 
generation. Since 1939 a series of. in- 
vestigators 1* 1 2%! have reported vari- 
able comparisons between crystalloids 
and colloids. The lack of value in pure 
protein solutions or dialyzed plasma 
was demonstrated.” The failures with 
saline solution can be mostly explained 
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by deficiencies in quantity or timing or 
by other technical factors, such as a 
hemorrhagic complication (crushing or 
ten hour ligation of legs). Saline solu- 
tion was proved fully efficacious in the 
nonhemorrhagic shock due to venous 
obstruction.** *4 ~~ Finally Rosenthal,” 
making the most extensive tests on 
standardized burns in mice, proved that 
plasma or serum is strictly equivalent 
to the same quantity of sodium salts in 
noncolloid solution, and also is equally 
effective whether given by vein or 
stomach or intraperitoneally. The afore- 
mentioned experiments °” © went farther, 
by producing shock of graded severity 
and proving that saline solution cured 
animals which were too severely injured 
to be cured by plasma. The therapeutic 
advantages of saline solution are that 
it is more conveniently and abundantly 
available, it can be tolerated safely in 
larger amounts, and, while it dilutes a 
concentrated blood, it also passes most 
rapidly into the tissues to supply their 
specific need for fluid and electrolytes. 

Much incompleteness in this work ob- 
viously needed to be filled out. The 
awakened interest in fluids to replace 
plasma led to one and perhaps two pre- 
eminent contributions. 

One of these was the work of Rosen- 
thal, already mentioned, which ranked 
various salts of sodium as essentially 
equivalent, but with a slight preference 
for the lactate. Fox,*° adopting Rosen- 
thal’s methods, used the lactate with 
conspicuous success in the clinical treat- 
ment of burns, but he also, with Keston, 
confirmed the fact that practically 100 
per cent of mice with standardized burns 
are saved by plain isotonic solution of 
sodium chloride. Another step was to 
overthrow the basis of the plasma treat- 
ment, by proving that the protein con- 
tent of the edema fluid in injured regions 
is derived from breakdown of the tissues 
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rather than from migrated plasma; thus 
fluid but not plasma protein needs to be 
supplied for this purpose. Most im- 
portant therapeutically, however, was 
Rosenthal’s introduction of the oral 
administration of sodium salts. Intra- 
venous injections are needed, sometimes 
in very large amounts, but a more nor- 
mal and less risky adjustment is ob- 
tained when as much as possible of the 
required salt solution is absorbed from 
the bowel. The Mylon-Winternitz group 
have ascribed greater specific virtues to 
the succinate and fumarate of sodium, 
but there is no general agreement among 
workers with varied methods. 

It must still be admitted that the 
severest shock can be fatal in spite of 
any or all of these methods. Attention 
should therefore be directed to the find- 
ings of the Moyer-Coller group’ as 
perhaps embodying a further preemi- 
nent contribution. By scalding anes- 
thetized dogs by immersing two thirds 
of the body in water at 85 C. for thirty 
seconds, they produced shock which was 
fatal in a little over five hours. ‘‘Load- 
ing with plasma was surprisingly in- 
effective,’’? but so also was_ isotonic 
solution of sodium chloride. Intrave- 
nous injections of Ringer-lactate solu- 


tion were more beneficial, but the 
longest survival was obtained with 
fon) 


saline-sodium bicarbonate solution. The 
difference between these workers’ re- 
sults and mine is found only in the 
timing of dosage. Ninety minutes be- 
fore sealding, the Moyer-Coller group 
‘‘loaded’’ the animals with a single 
intravenous injection of one of the 
various salt solutions to the extent of 
10 per cent of the body weight, or with 
2.5 per cent of plasma. I have previ- 
ously observed that injections of saline 
solution prior to injury have little or 
no prophylactic value; but this is not 
the way shock is treated clinically and 
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not the way to get the best results. 
Other authors have made the’ mistake 
of comparing only equal volumes of 
plasma and salt solution. Therapeutic 
conclusions should be based on compari- 
sons of the optimal results obtainable 
with each fluid. In the previously men- 
tioned experiments,’ the method con- 
sisted in injecting isotonic solution of 
sodium chloride in such quantities and 
at such intervals as would best control 
hemo-concentration as judged by red cell 
counts. With this plan there can be no 
doubt of the great lengthening or actual 
saving of life with saline solution. The 
plasma for comparison was given in two 
ways, either in identical quantities with 
the saline solution or in such smaller 
quantities as would give the same con- 
trol of red cell counts, and in each 
way it was inferior to saline solution. 
Workers having facilities can devise 
more accurate standards of control, 
probably based on plasma composition 
or plasma-tissue equilibrium; but the 
benefit of properly spaced fractional 
doses ' is certain. Nevertheless in the 
most severe shock death occurs inevi- 
tably in spite of injections of any kind 
of plasma or salt solution, precisely as 
the Moyer-Coller group have stated, 
either from the shock itself or from 
the circulatory failure and pulmonary 
edema caused by the large fluid volume 
used to combat the shock. This is where 
their essential contribution appears, 
namely that animals of this class can 
be saved by combining administration 
of saline-sodium bicarbonate solution 
by stomach with transfusion of defibrin- 
ated blood. Reasons are given for ob- 
jecting to either citrated or heparinized 
blood. With this new method, hemato- 
crit values as high as 75 to 80 per 
cent were found not detrimental. Since 
anoxia is the specific cause of death in 
shock, and since mere administration of 
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oxygen has failed to benefit, it seems an 
attractive theory that the polycythemia 
without excessive concentration of 
plasma proteins may furnish a means 
of additional oxygen transport. It might 
then be of interest to try whether a sus- 
pension of red cells in saline solution ** 
may serve the purpose as well or better. 
But the assertion of these authors that 
dogs with burns of such severity can 
be brought safely not only through shock 
but through the ‘‘toxic’’ after-period 
(one hundred hours’ survival being 
equivalent to permanent recovery from 
this standpoint) is worthy of the utmost 
attention and testing. If confirmed, it 
is the farthest advance yet made in the 
fluid therapy of burns and other shock. 


MEMORANDUM OF SHOCK COMMITTEE 

A recent official memorandum '° epito- 
mizes information on the treatment of 
burns by administration of fluid, prop- 
erly emphasizing the sharp distinction 
between the initial shock crisis of 
twenty-four to forty-eight hours and 
the subsequent period of convalescent 
or roborant treatment. Although carry- 
ing the weight of official authority, the 
document may be somewhat one sided 
by reason of the fact that all its authors 
until recently accepted the colloid theory 
without question, and that no originator 
of any of the new therapeutic advances 
has been admitted to membership in the 
Shock Committee or at least to partici- 
pation in such an official pronouncement. 
The advances mentioned have only 
lately constrained the Blalock group to 
abandon doctrines which, as shown by 
the preceding review, were practically 
all wrong and mostly opposite to the 
truth. The immediate military impor- 
tance of the problem may therefore be 
pleaded as a reason for comments from 
an unofficial progressive viewpoint. 
(a) The total fluid recommended by 
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the Committee for severe burn shock 
consists of 2,000 ce. of plasma, 4,000 to 
10,000 ce. of salt solution, and an addi- 
tional 2,000 to 3,000 ce. of either salt 
solution or water. This is the first inti- 
mation of acceptance of the six year old 
saline therapy by the Shock Committee 
or other representatives of the Com- 
mittee on Medical Research or the 
National Research Council. This is a 
beneficent advance, because the colloid 
error cost high in lives. The huge 
amounts of fluid actually needed in 
shock and burns, as previously demon- 
strated **° and now endorsed by the 
Committee, could not be given with the 
necessary rapidity in the form of plasma 
even if the plasma were available. The 
old treatment of giving the supposedly 
specific plasma, usually in scanty supply, 
and avoiding salt solution for fear it 
would wash protein out of the circula- 
tion according to all the old text- 
books,'* °° was obviously responsible for 
many unnecessary deaths. It is unfor- 
tunate that wounded and burned soldiers 
during most of the present war were 
treated according to this inheritance 
from the first World War, and that a 
large proportion of practicing physi- 
cians now receive their first official 

information of the mistake. 

(b) The segregation of this small 
fraction of plasma from the other fluid 
under the special label, ‘‘to restore 
blood volume and to treat shock,’’ 
appears as an effort to salvage respect- 
ability for a discredited theory, contrary 
to the facts of the last six years. The 
latter half of this statement implies that 
the only specific virtue for shock is con- 
tained in the small amount of plasma 
protein, and this is now known to be 
untrue. As has been explained in para- 
graph 5, the essential physical process 
in shock is the edema of injured tissues, 
and since former ideas of the protein 
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character of this edema have been dis- 
proved, the large volume of electrolyte 
solution which supplies this tissue de- 
mand must be regarded as the specific 
shock treatment and any other designa- 
tion is unscientific. This wrong theo- 
retical teaching, especially in a compend 
for beginners, can sometimes result in 
mistaken practice, as will be noted later 
in this report. 

(c) The first half of the statement, 
‘‘to restore blood volume,’’ might refer 
to a complication or to shock itself. A 
complication in the form of external or 
interstitial hemorrhage or massive blood 
destruction creates a demand chiefly for 
red cells, plasma being only slightly 
superior to saline solution for this pur- 
pose. With acute bleeding to the extent 
of 45 to 70 per cent of the blood volume 
of dogs,” saline solution alone reduced 
the mortality from 84 to 58 per cent 
(even though used in insufficient quan- 
tity) ; heparinized plasma saved all ani- 
mals and citrated plasma in the required 
quantities was toxic. But red cells sus- 
pended in saline solution are superior 
to heparinized plasma for hemorrhage.” 
As regards burns and shock, Rosenthal’s 
mice did not require plasma to maintain 
their blood volume, and reference may 
be made to paragraphs 7 and 9 above, 
for proof that there is no difficulty what- 
ever in maintaining blood volume with 
saline solution. 

(d) Except for such hemorrhagic 
complications, the typical condition in 
shock, and particularly in burns, is 
hemoconcentration, varying according 
to the degree of shock. Rhoads” re- 
ported a case of severe burn in which 
intravenous injection of 5 liters of saline 
solution in nine hours did not suffice to 
prevent a rise of the hematocrit reading 
to 77 per cent. The logic of injecting 
additional protein into an already super- 
concentrated blood requires no comment. 


FREDERICK M. ALLEN 


444 


J. INTERNAT. 
COLL. SURG, 


One reason for the superiority of saline 
solution in emergency treatment lies in 
its more rapid and efficient dilution of 
the excessively concentrated protein. 
(e) Kven in cases of depletion of total 
proteins or excessive administration of 
fluid, the incessant inculeation of fears 
of plasma protein dilution by saline 
solution in the crisis of shock is unwar- 
ranted. The aforementioned experi- 
ments *8 with washed red cells illustrate 
the previously proved © ability of saline 
solution to maintain circulatory volume 
even with severe hemorrhage. The only 
edematous danger in uncomplicated 
shock is the congestion and edema of 
the lungs, which (contrary to the appar- 
ently prevalent supposition) is due not 
to deficient osmotic attraction in the 
blood but to circulatory breakdown. A 
normal animal can tolerate an amount 
of salt solution corresponding to 35 
liters for a 70 Ke. man, intravenously 
injected as rapidly as 350 ce. per 
minute.*° Injection of a far smaller 
amount of plasma will cause death from 
plethora with pulmonary congestion. 
The shocked organism, with general 
capillary permeability retained though 
not increased, and with extra permea- 
bility in the injured region, can be saved 
by the ‘‘dilution of plasma proteins to 
the edema level,’’? against which the 
Committee warns; but in proportion as 
the injected fluid contains protein this 
safety valve of edema is clogged. While 
a great excess of fluid can be dangerous, 
animal experiments leave no doubt that 
the danger is much less with saline solu- 
tion than with an equal excess of plasma. 
(f) The foregoing reasons explain 
why saline solution is the best treatment 
in the terminal collapse of shock, as 
already proved experimentally (para- 
graph 6). This is where the teaching 
of students to regard plasma as the 
specific for shock can still cost lives. 
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The fact that extra protein is actually 
flushed out of the circulation by a large 
volume of any kind of salt solution in 
no way militates against the use or the 
benefit. The possible improvement by 
addition of blood or red corpuscles has 
been discussed in paragraphs 6 and 9. 

(g) There is no proved basis for the 
advice that acidosis must be combated 
with alkali. Rosenthal’s comparisons of 
sodium salts did not show differences of 
effectiveness according to alkalinity. 
The Mylon-Winternitz experiments indi- 
cated no differences in therapeutic re- 
sults according to the presence or 
absence of acidosis. The role of sodium 
chloride in the maintenance of acid-base 
balance in the body is well known, and 
Joslin’s notable success with plain iso- 
tonic solution of sodium chloride in the 
severe acidosis of diabetic coma (which 
also may be attended by anuria) seems 
to disprove the necessity of alkali for 
the comparatively trivial acidosis of 
shock. Exudates contain both the bicar- 
bonate and the chloride of sodium, and 
the compensation for this migration may 
be the simplest explanation of the benefit 
of administering the mixed salts. Con- 
ceivably also the needed sodium may be 
best utilizable by the injured protoplasm 
in a neutral or alkaline solution or in 
some organic compound rather than the 
chloride. There is a need of clear experi- 
mental proof, first, whether the results 
obtained with plain saline solution under 
optimal administration can actually be 
improved on with any other salts; 
second, which of the present conflicting 
claims regarding bicarbonate, lactate, 
succinate, ete., is correct. 

(h) In shock complicated by severe 
malnutrition, dextrose (d-glucose) so- 
lutions of 10 per cent or higher provide 
food with more or less fluid, or in severe 
dehydration 5 per cent dextrose solu- 
tion can supply fluid parenterally with- 
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out adding to a possible excess of salt. 
In a simple shock crisis, however, per- 
sonal experiments have indicated the 
futility or harm of such attempts to 
improve strength or assist hepatic func- 
tion. Dextrose thus used is theoretically 
objectionable on the same grounds as 
amino acids, which also have been rec- 
ommended by some writers. Dextrose 
causes a moderate and amino acids 
cause a marked increase of metabolism, 
which means an extra demand of the 
tissues for oxygen in this state of 
anoxia. The average individual sud- 
denly plunged into acute shock needs 
to have his metabolism fall to a mini- 
mum fasting level in order to reduce 
the tissue demand for oxygen, the prin- 
ciple being the same as in hypothermic 
treatment. Animals in advanced shock 
ean easily be killed by injections of 
dextrose in aqueous solution, presum- 
ably through dilution of the vital electro- 
lytes. All writers in manuals of the 
National Research Council lump dex- 
trose and salt solutions under the name 
of ‘‘crystalloid’’ solutions, supposed 
merely to relieve dehydration, with no 
perception of their utterly different 
status. 

(7) All are agreed that the end of the 
crisis marks a transformation in thera- 
peutic needs. This is the time for every 
kind of enteral and parenteral feeding, 
dextrose, amino acids, vitamins, etc., 
which can now be assimilated, and blood 
transfusions for anemia if necessary. 
No organism is injured by or dies 
from protein deficiency in the crisis 
of uncomplicated shock. But in the post- 
shock stage the specious argument of 
replenishing depleted body proteins has 
greatest force, and this is where the 
Committee admits that injections of 
plasma are inconsequential for this 
purpose. 
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OTHER TREATMENTS OF SHOCK 

The Committee’s memorandum, lim- 
ited to fluid and nutrition, makes only 
cursory mention of sulfonamide com- 
pounds and penicillin as additional 
therapeutic agents. Our group believe 
not only that refrigeration should have 
been included in this incidental men- 
tion but also that it was the duty of the 
Committee or the Council long ago to 
have supplied full, adequate advice on 
this treatment and the necessary equip- 
ment, especially for the armed forces. 
Before I proceed to this phase of the 
subject, brief mention should be made 
of one other specific shock treatment, 
namely local pressure. 

In England, casts or compressive 
bandages for wounded limbs were intro- 
duced by Patey and Robertson* in 
1941. The purpose of limiting exudation 
is the same as that of employing occlu- 
sive dressings for burns. The principle 
is so sound and the adoption has been 
so widespread that no comment is nec- 


essary except concerning incidental 
disadvantages. An effective pressure 
necessarily conduces to necrosis of 


tissues with low vitality or poor circu- 
lation, and under the incubating warmth 
of the thick dressings aseptic measures 
or bacteriostatic drugs fail to check the 
sloughing, putrefaction and toxic ab- 
sorption. These considerations are akin 
to those which caused abandonment of 
the tight sealing of burned surfaces, and 
they may perhaps receive more atten- 
tion with time. 

Though the proof of the inhibition of 
shock and necrosis by low temperature 
and the aggravation by high tempera- 
ture was published between 1937 and 
1939, the tradition of warming shocked 
patients remained unchanged in the 
large institutions. Also, although the 
first announcements included shockless 
anesthesia of patients, continuance of 
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the same opposition prevented wider 
trials, until in 1941 a demonstration in 
the City Hospital ** of New York led to 
adoption of the method by numerous 
independent surgeons. 

The benefit of reduced body tempera- 
ture for shock was discovered by Temple 
Fay * in clinical observations begun in 
1940 and announced in a panel discus- 
sion in 1942. The unanimity of authori- 
tative opposition was such that Fay, 
with his pioneer work already under 
attack in other directions, did not press 
the contention further but continued to 
use the method routinely. 

Blalock’s repetitions of these pro- 
cedures were open to the objection of 
faulty planning, whereby the animals all 
died; this resulted in misleading conclu- 
sions. Regarding treatment of shock by 
local refrigeration the conclusion ** was 
that ‘‘lowering of the temperature of 
the part after the damage had been 
caused did not appear to exert a favor- 
able influence’. The summary * con- 
cerning reduction of body temperature 
stated: ‘‘The application of cold does 
not increase the chance of survival but 
is accompanied with a lengthening of the 
survival of an animal with a low blood 
pressure’’. ‘‘It should be emphasized 
that this paper does not offer evidence 
to the effect that the time-honored cus- 
tom of warming the patient in shock is 
a bad one. Neither is it proved (or 
believed, for that matter) that measures 
to reduce below normal the body tem- 
perature of patients in shock should be 
initiated.’’ Abbreviated references by 
a number of institutional writers convey 
the impression that Blalock was a 
pioneer in the development of hypo- 
thermia, but the official policy *° toward 
it has been in accord with the stated 
conclusions. 

The rationale of systemic hypothermia 
is clear, in the constriction of super- 
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ficial vessels so as to provide more blood 
and oxygen for vital organs, in a reduc- 
tion of exudation and a probable de- 
crease of toxin formation, and especially 
in a reduction of total metabolism. 
Muddled thinking has resulted from the 
fact that shock is aggravated by expo- 
sure, which depletes body reserves, and 
shivering, which increases metabolism. 
The therapeutic purpose calls only for 
maintenance or support of the natural 
reaction to shock, with light covers or 
mild artificial cooling according to the 
environmental temperature, and _ par- 
ticularly with avoidance of shivering or 
any sensation of discomfort. Recent 
work suggests that rectal temperatures 
of about 96 to 94 F. may be optimal. 
Seattered clinical observations *° and 
abundant animal experiments *” ** leave 
no doubt that the difference between 
high and low environmental or bodily 
temperatures can amount to the differ- 
ence between life and death. 

The more radical hypothermia which 
can be applied locally to injured parts 
has the unique property of halting 
metabolism and simultaneously inhibit- 
ing pain, shock, exudation, infection, 
devitalization of tissues and formation 
and absorption of toxins. That this con- 
trol of shock can be sufficient to save life 
is confirmed by unanimity of recent 
writers, experimental and clinical.** *” *° 
Besides its independent action, it is note- 
worthy that reduced temperature can 
thus remedy all the aforementioned de- 
fects in the local compression treatment 
and can reinforce the benefits. Accord- 
ing to conditions and facilities, the 
treatment may range all the way from 
refrigeration near ice temperature to 
the mild cooling obtained by exposure, 
wetting of dressings with water or 
alcohol, or an air current from a fan. 
High temperature is inexcusable in any 
kind of shock treatment. From every 
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standpoint the need is accentuated by 
hot weather or a febrile complication. 


REFRIGERATION FOR TRAUMA, INCLUDING 
MILITARY WOUNDS 

Wider uses of refrigeration have been 
and are being discovered by a number 
of observers, who are included in the 
aforementioned category of nonrepre- 
sentation in any official body. These 
advances pertain to conditions which 
often involve shock but also emphasize 
the control of pain, infection, intoxica- 
tion and necrosis. 

The rapid transformation of nearly 
moribund patients with infected gan- 
grene by simple packing of the limbs in 
ice * *° suggests a similar treatment for 
any dangerous infection of a limb. 
Theoretically, the apparent high oxy- 
genation of blood and tissues under 
refrigeration should recommend it espe- 
cially for anaerobic invasions. Con- 
firmation is known in several unpub- 
lished cases, but apparently very few 
in military service have received the 
advantages as described by Ferguson.*! 

For embolism or thrombosis, refrig- 
eration was first used * in the late stage 
of threatened gangrene to preserve a 
leg for several days or weeks until a 
weak patient could be strengthened for 
operation. In the early acute stage it 
may be expected to extend the time and 
improve the results of embolectomy.' 
Similar uses have been demonstrated 
for controlling pain, shock and infection 
and preserving limbs after trauma.** 
The time for which gangrene was thus 
held in abeyance has ranged from fifty- 
eight hours ** or two weeks *” to one 
month,** and the surgeons have made 
it plain that life could not have been 
saved without this interval for treating 
other injuries and building up strength. 
Since medical officers on active service 
can seldom keep informed on medical 
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advances without instructions from the 
responsible authorities, there have been 
no reports of the use of this method in 
the American armies, the naval _ re- 
ports ** are few and recent, and chance 
examples’ ** illustrate the widespread 
lack of information. A private com- 
munication, however, states that the 
growing use of refrigeration is credited 
with saving lives in the latest Pacific 


‘ampaigns. 
The known fact that the thrombosis 
following severe freezing ordinarily 


represents not a direct killing of tissues 
by cold but a secondary effect of throm- 
bosis has served as the basis for an 
important therapeutic demonstration,** 
namely, that prevention of thrombosis 
by three or four days of heparin treat- 
ment may bring about complete healing 
where otherwise sloughing would be 
hopeless. The usefulness of reduced 
temperature is thus augmented, for 
often the only way to prevent throm- 
bosis or necrosis in the interval before 
heparin can be obtained will be to thaw 
the part to only a few degrees above 
freezing. Also the neurovascular conse- 
quences of either frostbite or immersion 
foot seem to respond best to prolonged 
cooling *” *° at skin temperatures in the 
neighborhood of 55 to 65 F., in combina- 
tion with other treatments. 

The simultaneous inhibition of pain, 
shock, infection, tissue devitalization 
and toxic absorption seems to recom- 
mend refrigeration as an ideal treat- 
ment for burns.*° <A single trial may 
convince anybody that the best emer- 
gency treatment for any burn is to 
plunge a limb into icewater or the 
coldest water obtainable or to apply ice 
to a trunk area. The pain and inflamma- 
tion are most promptly relieved in this 
way, and the subsequent healing is most 
favorably influenced. Kross’s case *! 
showed a control of intoxication pre- 
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cisely similar to that in infected gan- 
grene and beyond anything obtainable 
with bacteriostatic drugs, because the 
latter do not inhibit all kinds of bacteria 
and have no influence on tissue necrosis 
or the absorption of bacterial or tissue 
toxins. The control of pain without 
opiates, the elimination of destructive 
cleansing and time-wasting asepsis, the 
amelioration of both shock and the post- 
shock toxie state, and the unprecedented 
ultimate saving of tissue are among the 
claimed advantages. Any failure to re- 
produce these results will generally be 
of technical origin, since experience is 
an asset and prolonged maintenance of 
constant temperature without too much 
weight or encumbrance requires either 
watchful nursing or use of the special 
automatic electrical apparatus.* The 
technie may be summarized as beginning 
with refrigeration to near ice tempera- 
ture (under protection of a single layer 
of petrolatum gauze) during the acute 
crisis of shock and intoxication for per- 
haps two or three days, after which the 
temperature is gradually raised as high 
as possible without causing a return of 
symptoms. In Kross’s case this meant 
a skin temperature in the neighborhood 
of 60 F. for the greater part of eleven 
weeks. Though the treatment is simplest 
with the accurate and labor-saving appa- 
ratus, it can be managed aboard a war- 
ship or in any land location where ice 
is available. An added advantage is that 
this method can be combined with any 
or all other treatments of burns. Not 
only has a method of such promise for 
such a large class of casualties remained 
unknown and unused among the Ameri- 
can armies, but it has been impossible 
to obtain the slightest aid or trial during 
four years of war. 

Ice applications are proposed *® as a 
Therm-O-Rite 


* Manufactured by the Products 


Company, Buffalo, N. Y. 
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valuable routine in the treatment of 
snake bite and other venomous bites 


and stings, because of the control of 
pain, reduction of necrosis and toxic 
absorption and the promotion of dis- 
charge with incision and suction, with 
no tourniquet unless the limb is to be 
amputated. Retardation of absorption 
is illustrated by the injection of peni- 
eillin in chilled areas,** resulting in 
maintenance of effective concentrations 
in the blood for six to twelve hours and 
economy, of the drug. The reported 
benefits ** of the use of ethyl chloride 
spray for sprains may conceivably be 
equalled by regular refrigeration, with 
the advantage of superficial or deep 
penetration as desired. Many impor- 
tant further applications of refrigera- 
tion await only the opportunity for 
research, but there are indications ™* 
that the new developments are likely to 
be made in Russia because of the oppo- 
site official policy. 

Shock is a metabolic condition which 
merely happens to have most often a 
surgical cause; therefore, the great mass 
of surgeons have been unable to judge 
the validity of theories offered by re- 
puted authorities on such recondite mat- 
ters as colloid therapy. But in their 
prompt adoption of a practical method 
such as refrigeration, surgeons have 
displayed an admirable competence of 
individual judgment against authorita- 
tive opposition. The individual initia- 
tive of medical officers of higher or 
lower rank has been the means of finally 
introducing refrigeration into the fight- 
ing services, with the recent support of 
official instructions in the Navy. The 
former arbitrary objection in other 
quarters that refrigeration was imprac- 


ticable near the fighting fronts and 
especially in the tropics has _ been 


answered by the proved necessity of re- 
frigeration preeminently in the tropics, 


AND REFRIGERATION 


449 


SEPT.-OCT. 
1945 


because of the deleterious influence of 
the heat upon wounds and shock; and 
means for treatment have had to be im- 
provised from the facilities provided for 
icing of food and drinks. 


CENTRALIZED AUTHORITY 

The great accomplishments of a free 
medical profession mobilized for a tem- 
porary emergency are already used as 
an argument for a permanent installa- 
tion of such authority over practice and 
especially over research. The growing 
monopolistic control over medical in- 
formation and policy must be evident 
to anybody who will notice the inter- 
locking positions of the same few indi- 
viduals in academic, governmental, 
scientific society, editorial and financial 
bodies. Other papers** cited the 
stifling of the present independent re- 
search by this narrow domination of 
both public.and large private funds, and 
also the secret policy of certain com- 
mittees in dividing funds exclusively 
among their own members or a few 
favored institutions. It appears unde- 
niable that if this work had emanated 
from within the select cirele it would 
have received official welcome instead 
of suppression, funds would have been 
plentiful, and the facts of priority would 
have been more justly acknowledged 
in institutional literature. It seems 
scarcely accidental that this original 
work has received recognition by inde- 
pendent writers on either fluid ther- 
apy ***4?5 or refrigeration,®® while 
another group especially under Com- 
mittee auspices make similar references 
when their reports are adverse * * 71 2 
but never when they are confirmatory 
in regard to either saline therapy *” ** *6 
or refrigeration.*® ° °° Under scientific 
freedom, the human fallibility of any 
individual or small group deserves 
charitable courtesy; but when such a 
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eroup wields a power to crush other 
workers and to impose its errors at a 
cost in human life, exposure becomes 
the only means of reform; and yet the 
monopolization explained above assures 
the most impressive presentation of the 
official case while embarrassing facts 
‘an reach only a few readers through 
a dwindling number of journals. The 
facts are not creditable to the system 
of machine science under remote con- 
trol. An unrevealed fraction of over 
$15,000,000 of public funds expended by 
the Committee on Medical Research dur- 
ing three years of war crisis has been 
devoted to the important military prob- 
lems of shock and refrigeration, without 
producing a single new therapeutic idea 
in either field. On the contrary, the 
Committee have held back new methods 
from use in the American armies, as 
shown by comparison of their own pub- 
lications ** with what they have recently 
been forced to admit.’® Without refer- 
ence to the opposite advice of two years 


** Tnstructions 14¢, 57 in ‘‘ Military Surgical Manu- 
als, National Research Council’’, in 1943, ‘‘The 
application of warmth has become a well established 
part of the treatment of shock.’’ Detailed advice is 
given for the use of blankets, hot water bottles, elec- 
trie light cradles, etc. 

The following typical statements on fluid therapy 
may be compared with those just published 16 by the 
same group. ‘‘It has been found that the giving of 
solutions of crystalloids, in the presence of capillary 
damage or of a fall in blood pressure from any cause, 
results not only in the escape of most of this fluid 
from the blood stream into the tissues, with resulting 
edema, but also in an additional loss of plasma pro- 
tein.’’ ‘‘It may be stated more precisely that solu- 
tions of crystalloids never should be administered to 
a patient who is in a condition of shock and whose 
total plasma protein has undergone severe reduction.’’ 
‘¢Solutions of crystaloids such as saline and glucose 
solutions have only a temporary effect. . . . Adminis- 
tration of plasma or serum, then, is the best treat- 
ment for burn shock.’’ Examples are given of burn 
shock with fluid therapy limited to undiluted plasma 
in amounts of 2,500 ce. in five days to 7,350 ec. in 
fourteen days. 

Refrigeration had already received medical endorse- 
ments both in this country and abroad,58, 59, 60 but 
it is totally ignored in this and all other publications 
of the National Research Council and the Committee 
on Medical Research. : 
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ago, this first official intimation of the 
discarding of the colloid anachronism 
and the adoption of saline therapy was 
promulgated just after the close of the 


-German war. 


CONCLUSIONS 


As a result of advances in knowledge 
within the past six years, it appears to 
be finally agreed by official authorities 
that the fluid migration in the form of 
tissue edema or exudation, which is the 
essential physical process in shock, re- 
quires a fluid supply predominantly in 
the form of salt solution, and that the 
former colloid theory and highly adver- 
tised plasma therapy resulted in un- 
necessary deaths. Since the great 
majority of cases of shock are compli- 
sated by hemorrhage or other forms of 
loss of blood, the newer information sug- 
gests that the concept of fluid therapy 
can probably be simplified and adapted 
to the needs of individual patients on 
the basis of the following axioms. The 
specific for shock is salt solution. The 
specific for loss of blood is transfusion 
of blood, with plasma as a convenient 
but inferior substitute. The possible 
benefit of combating anoxia by addition 
of red corpuscles together with preven- 
tion of plasma concentration appears as 
an attractive theoretical deduction from 
the Moyer-Coller work. 

There is ample proof that proper con- 
trol of the environmental or bodily tem- 
perature and also the local temperature 
of injured parts is beneficial, sometimes 
to the extent of saving life. Local re- 
frigeration is also capable of saving life 
or limb in a large class of traumatisms 
or infections, through its unique prop- 
erty of simultaneously inhibiting pain, 
shock, infection, necrosis, and formation 
and absorption of toxins. The treatment 
of burns is the newest development for 
which this method seems ideally suited. 
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Combinations with other treatments are 
possible as may be desired. 

The record of the official scientific ad- 
visers of the armed services is criticized 
as a warning against the perpetuation 
or extension of bur eaucracy in medicine. 
Reversal of a fatal policy on fluid ther- 
apy was finally accomplished after one 
war was ended. Continued neglect of 
the various uses of reduced temperature 
has cost and is costing losses of life and 
limb, according to competent and impar- 
tial surgical testimony. Open protest is 
the only recourse after scientific argu- 
ments have been ignored. In any non- 
medical war activity, reform would be 
accompanied by reorganization. 


1031 Fifth Avenue, 
New York 28, N. Y. 
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RESUMEN 


Como resultado de los conocimientos 
adquiridos en los pasados seis afios 
parece ser que las autoridades médicas 
oficiales coinciden en estimar que la 
migracion de liquido, en forma de edema 
tisular o exudado, que constituye en de- 
finitiva el proceso fisico esencial del 
shock, requiere un aporte de fluido pre- 
dominantemente en estado de solucién 
salina; y asimismo se estima que la 
antigua teoria coloide y la tan prego- 
nada terapéutica con plasma acarrea 
como resultado muertes innecesarias. 
Teniendo en cuenta que la mayoria de 
los casos de shock se hallan complicados 
por hemorragia o otra forma de pér- 
dida sanguinea, la informacién mas 
moderna que se posee sugiere una sim- 
plificacion de la terapéutica con liquidos 
y su adaptacioén a las necesidades indi- 
viduales de cada paciente sobre la base 
de los siguientes axiomas: La solucién 
salina constituye el elemento especifico 
en la terapéutica del shock. El método 
especifico para remediar las pérdidas 
sanguineas esta representado por la 
transfusién de sangre, considerandose 
al plasma como un substituto convenien- 
te pero inferior a la sangre. De los 


trabajos de Moyer-Coller parece dedu- 
cirse una conclusién tedrica de interés, 
a saber, el posible beneficio de combatir 
la anoxia mediante la adicién de gl6- 
bulos rojos conjuntamente con la pre- 
vencién de concentracién del plasma. 
Existen pruebas suficientes para afir- 
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mar que el control adecuado de la tem- 
peratura ambiente y también de la 
temperatura local de las partes lesio- 
nadas ejerce un efecto beneficioso de 
tal indole que se traduce en salvar la 
vida del paciente. La refrigeracién local 
constituye también un procedimiento de 
salvar vidas o extremidades en una ex- 
tensa variedad de traumatismos o 
infecciones, actuando simultaneamente 
por su propiedad singular de inhibir 
el dolor, evitar, el shock, infeccién, ne- 
crosis y la formacién y absorcién de 
toxinas. La aplicacién ideal de este 
método parece corresponder a la tera- 
péutica de las quemaduras. Segun sea 
de desear, este procedimiento puede 
combinarse a otra clase de terapéutica. 

Se discute aqui la posicién de los con- 
sejeros cientificos oficiales de las fuerzas 
armadas como una advertencia contra 
la perpetuaciOn o extension de la buro- 
cracia médica. La equivocada posicién 
de mantener una erronea terapéutica 
fué corregida sélo al final de la guerra. 
Kl haber olvidado, de un modo continuo, 
las diversas aplicaciones de la reduccién 
de la temperatura ha costado y sigue 
costando pérdidas de vidas y de extremi- 
dades, segun testimonia la  opinién 
quirirgica competente e imparcial. Sdlo 
queda la protesta publica cuando todos 
los argumentos cientificos se dejan pasar 
ignorados. 


RESUME 

Le progrés des derniéres six années 
nous enseignent que la migration de 
fluides sous forme d’oedéme des tissues 
ou d’exudation est la cause essentielle 
du choe et demande qu’on fournisse aux 
malades des quantités de fluide sous la 
forme de solution saline. La théorie 
colloide et le plasma sont responsables 
d’un nombre de décés. Puisque dans la 
majorité des cas le choc est accompagné 
d’hémorrhagie, le traitement spécifique 
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pour le choe est l’infusion saline. Le 
traitement spécifique pour la perte de 
sang est la transfusion de sang. Le 
plasma est un substitut commode, mais 
de valeur inférieure. Le bénéfice pos- 
sible de combattre l’anoxie par |’addi- 
tion de globules rouges avec prévention 
de concentration du plasma est une 
théorie attractive résultant des re- 
cherches de Meyer-Coller. 

Il y a des preuves suffisantes que le 
controle de la température du corps et 
aussi le contréle local de la température 
des tissus lésés a une influence bien- 
faisante et parfois sauve la vie du 
blessé. La réfrigération locale peut 
sauver la vie et un membre dans une 
grand nombre de traumatismes et d’in- 
fections. Cette réfrigération controle la 
douleur, le choe, V’infection, la nécrose 
et l’absorption des toxines. Les brilures 
peuvent étre traitées avantagement par 
ce procédé, Il est parfois désirable 
(’adjoindre d’autres traitements a la 
réfrigération. I] faut lutter contre la 
perpétuation et l’extension de la bureau- 
cratie gouvernementale médicale. On a 
déja abandonné plusieurs méthodes de 
thérapie fluide qui n’avaint donné que 
des résultats contestables. D’avoir nég- 
ligé de faire usage des différentes 
méthodes d’abaisser la température a 
entrainé la mort et la perte de membres 
d’aprés le témoignages de hautes autori- 
tés chirurgicales. Il faut protester 
ouvertement quand les arguments scien- 
tifiques sont ignorés. 


CBon 


TlopHAuMOMy, B pe3yJ.bTaTe Hay4Horo 
mporpecca 3a nocweqHHe WecTb eT, Od- 
(pHUMaAIbHbIe ABTOPHTeTLI MpPHUIH K 3a- 
KJIIOUCHHIO, UTO MepeMelleHHe 2KHAKOCTH B 
(bopMe oOTeKa HJIM 9KCYaTa, KOTOPOe ABIIA- 
eTCAH PlaBHbIM (pPH3HOJOrMYeCcKHM TIpowec- 
COM IIpH woKe, TpeOyeT cHaOxKeHHe 2KHI- 
KOCTH, rlaBHbIM OOpa3om, B (popMe caJH- 
Ha, HW, UTO NpeXHAA KOTNONLabHaA TeEOpHA 
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HM MOJb3ylOUuladcA WIMPOKHM pacipoctpa- 
HeHHeM Ma3MOTepaliHaA IpH4HHHIH H3JIKLUI- 
HIOIO CMe€pTHOCTb. Tak KaK OOJIbILIMHCTBO 
Cy4aeB WOKa OCJIO#KHEHO KPOBOTeYeHHeM 
WIM JPYrHMH BHAaMH MOTepH KpOBH, TO 
Oouee HOBbIe LaHHble yKa3biBaloT, YTO HEA 
TepalluH 2#KUAKOCTAMH MOXKET ObITh yipo- 
uleHa HW MpHcnocoOjeHa K HY2KaM HHMBH- 
AYaJbHbIX OOJIbHbIX Ha OCHOBAHHH CJleLy10- 
WMX AaKCHOM: 

1. HopMaJbHbIh COMAHOM pacTBOp ABJIA- 
eTCA CNeWMHYeCKHM CpeACTBOM MIpH wWoKe. 

2. [lepers KpOBHM ABIAeTCA ChemMduye- 
CKHM CpeACTBOM IIpH hoTepH KpoOBH, M1a3- 
Ma ABIAIOULAaACA YLOOHbIM, HO OMpeseseH- 
HO HH3UIMM cypporatomM. Ha ocHoBaHHu 
pa6ot Moyer-Coller, npu 6GopbG6e c aHoKcu- 
eH, BO3MOXKHAaA MOJb3a OT NpHOaBTeHHsA 
KpaCHbIX KPOBAHbIX Teel BMecTe C Mmpe- 
OTBpallleHHeM KOHIUCHTpallHH MW1a3Mbl AB- 
JIAeCTCA HHTEPeCHOH TeOpeTHuecKOH eyK- 
Hei. 

BnoviHe LOKa3aHO, YTO IIpaBHJIbHbIM KOH- 
TPpOJlb HapyXHOH TeMMepaTypbl WIM TeM- 
lepatypbl Tela, a TaKxKe MeCTHOH Temile- 
paTypbl NMOBpexKeHHbIX “aCTel, ABIAeCTCA 
O4eCHb OJarOTBOPHbIM, HMHOra ake 0 
cTeleHH COXpaHeHHs 2*H3HH. MectHoe 3a- 
MOPaxKHBaHHe TaKKe MOXKeET COXpaHHTb 
*KH3Hb HJM YJICH Tela B OYCHb MHOPHX CJly- 
yuadX TPaBMaTH3Ma HIM MHQ*eKWMH, PaB- 
HbIM OOpa30M OJlaroxapA ero OCOOeHHOCTH 
OJHOBPe€MeCHHO TOHH3HT O0JIb, WOK, HH- 
(peKUH10O, HeKpo3 HM OOpa3s0BaHHe HU a6- 
30PMUHIO TOKCHHOB. CaMbIM HOBbIM IIpH- 
MeHeHHeM 3TOrO cmocoOa ABAAeTCA Jeue- 
HHe O#KOFOB, K KOTOPbIM 9Ta MeTOJa Ue- 
aIbHO MOAXOLHT. KoMOMHMpOBaHHe C Apy- 
rHMH MeTOaMH BIIOJIHe BO3MO2KHO, eCJIM 
3TO #KeMATeIbHO. 

OrueT JeATeIbHOCTH O(P*PUUMaJIbHbIX Ha- 
YUHbIX BOCHHbIX COBCTYUHKOB OU4eCHb KDPH- 
THKyeTCA, KaK lpesocTrepexenHe MpoOTHB 
COxXpaHeHHA HM paclipoctTpaHeHua OropoKpa- 
THM B OONaACTH MeAMUMHbI. Tlepemena po- 
KOBOrO KypCa #XHAKOTepaliuu Oblia, HaKO- 
Hell, JOCTHrHyTa Mocwe KOHWa OJHOH BOH- 
HbI. BecnpepbisHoe mpeHeOpexenune pa3- 
HbIX IIPHM@HeCHHH MOHHWKCHHOH TemMepaty- 
PbI MpHHecIO OObUyIO NMOTep!IO 2%KH3HH UH 
YJICHOB Tela, KaK MOKa3bIBaeT KOMIICTeHT- 
HbIM wu OecnpucTpacTHbE xupypruueckuit 
onbit. Kora Hay4Hble LOBOAbI HrHOpupy- 
1OTCA, TO CHHCTBCHHbIM CpeJCTBOM ABJISA- 
eTCH OTKPBITHIM mpotect. B HeMeaHIMH- 
CKOH BOCHHOH exATebHOCTH pedbopma OnI- 
Ja Obl COMpoBOxKAeHa peopranHu3aunel. 
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HE more universally used her- 
nioplasties employ the inguinal 
ligament as the anchoring struc- 

ture. To use Poupart’s ligament thus is 
absolutely wrong, not only because it 
has been found to be of unpredictable 
strength, but because its use distorts 
the oblate ellipsoid, which is precisely 
what takes place in the abdominal cavity 
during periods of increased intra- 
abdominal pressure. In the inguinal 
region the ellipsoid is circumscribed by 
the pelvic ridge, as observed at the 
ileopectineal line. Hence, as shown in 
figure 1, if the repair for an inguinal 
hernia uses Poupart’s ligament, the 
normal ellipsoidal outline is disrupted 
by superimposition of a trihedral space. 
The boundaries of the trihedron are: 
the pubic tubercle inferiorly, the in- 
guinal ligament laterally, the spermatic 


cord superiorly, Cooper’s ligament 
posteriorly, and the abdominal wall 
anteriorly. 


From mechanics one knows that such 
a distortion of a pressure sphere, and 
so one may consider the. abdominal 
cavity for all practical purposes, leads 
to an increased unit pressure on this 
trihedral area, whereas elsewhere in a 
sphere the unit of pressure intensity or 
force is equal. Now if the straight side 
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defect of the sphere is nonrigid, bend- 
ing will occur and the maximum force 
will be exerted at a point ‘‘P,’’ which 
is one-third the distance from ‘‘B”’ to 
‘“A’’, The actual force at ‘‘P’’ will 
equal the sum of the pressures present 
on ‘*‘A-B’’, 

For the sake of clarity let us consider 





Fig. 1. Diagrammatic drawing showing the relations 
between the structures utilized in the ordinary opera- 
tions for repair of inguinal heria. 


some figures. The intra-abdominal pres- 
sure during forceful exertion was found 
to average 73 mm. of mercury. Hence, 
we can state that at any point on the 
circumference of the abdominal cavity 
there exists a force of 73 mm. of mer- 
cury per square millimeter. However, 
if this man has undergone a classic 
herniorrhaphy with the previously re- 
ferred to trihedral projection, the dis- 
torted portion is subject to additional 
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pressure. The hypotenuse or inguinal 
ligament portion of the trihedron, in a 
series of cases, averaged 62 mm. in 
length. It will be recalled that a straight 
side to a sphere is subject to the sum of 
the pressures exerted on this side; there- 
fore, the pressure would be equal to 
73 X 62, or a force of 4,536 mm. of 
mercury. This man’s hernioplasty walls 
would have to resist roughly 62 times 
the amount of pressure exerted else- 
where in the abdominal cavity. Or, to 
state it in another way, the force in 
the abdominal cavity would be equal to 
2.9 inches of mercury, whereas in the 
hernioplasty wall the pressure would 
equal a column of mercury 15 feet high. 

Let us view the problem from another 
aspect. It is generally agreed that prop- 
erly repaired hernias recur as direct 
hernias. Dynamics tells us that the 
maximum force is exerted at ‘‘P,’’ or 
one-third the distance from ‘‘B’’ to 
‘*A’’, Hence, the point of maximum 
force, ‘*P,’’ would be approximately 
20 mm. from ‘‘B,’’ which would place 
this point just a few millimeters caudad 
to the deep epigastric vessels. This is 
the precise point where direct hernias 
become manifest, and thus to predict 
this point by the application of dynamics 
would tend to strengthen our contention 
that etiologically the inguinal hernia 
presents little more than the application 
of the fundamentals of dynamics. 

The indirect hernia is due to an 
embryologic defect of tunica closure. 
The peritoneal out-pocketing does not 
seal smoothly at the orifice, and there 
remains a circular eylindroid projection, 
the apex of which is located at the 
sphincter formed by the encircling fibers 
of the internal oblique muscle, as de- 
scribed by Zimmerman. Hence, when 
this cone is converted to a single plane 
there is an equilateral triangle and the 
maximum force is exerted toward the 
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apex. Actually, the force does not con- 
centrate at one point but tends to expand 
the walls of the triangle. Each pressure 
wave will force a portion of the abdomi- 
nal contents toward the apex, stretching 
the base until the circular cylindroid 
is converted into a prolate cylindroid 
and eventually a small portion of 
the abdominal contents overcomes the 
sphincteric action of the external oblique 
muscle and escapes. Hence, here again 
the mechanism is based on dynamics 
with an embryologic accident as the 
precursor. 

There is still another variety of in- 
guinal hernia. It is the saddle type, 
which owes its origin to the fact that 
as the indirect hernia develops the con- 
tiguous transversalis fascia is partially 
fixed and relaxed so that it is thrown 
into slight folds between the inferior 
margin of the internal ring and the 
pubic tubercle. When the abdominal 
cavity is under tension, the fixed portion 
of the transversalis does not tense and 
there is retained a variable trihedral 
defect. Again the factors outlined pre- 
viously apply. 

From our discussion, then, the ideal 
repair of an inguinal hernia must (1) 
preserve the original ellipsoid contour 
of the inguinal region, (2) completely 
eradicate all peritoneal projections, and, 
in addition, (3) provide a differential 
conduit for the transmission of the 
spermatic cord. The operative pro- 
cedure that we propose satisfies these 
postulates. 

The inguinal hernia is approached 
through a 5 to 8 em. incision following 
the skin lines and placed midway be- 
tween the pubic tubercle and the inter- 
nal inguinal ring (fig. 2). The cord is 
approached in the usual manner except 
that the external oblique fascia is split 
not more than 1 em. medial to the in- 
guinal ligament. Whether there exists 
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an indirect or a direct hernia, we believe 
in opening the peritoneum at the inter- 
nal ring and reducing the sac through 
this approach, the reason being that on 
occasion a very ill defined indirect sac 
is missed and even though the direct 
sac is taken care of adequately the 
patient returns with an indirect hernia. 

After the sac is isolated, opened and 
pulled taut, the adhering structures are 
separated by both sharp and blunt dis- 
section until the inferior edge of the sac 
extends into the abdomen perpendicu- 
larly. We consider this step of great 
importance, so that all peritoneal locules 
which might serve as nuclei for future 
hernial sacs are eliminated. As for liga- 
tion of the sac, we use a method of our 
own design (fig. 2). The sac is held 
taut, the abdominal contents visualized 
and a Furniss-Clute clamp applied 
across the proximal portion of the sac. 
The clamp is then closed and the cor- 
rugated sac transfixed with a straight 
needle carrying the suture. This method 
has the advantages of speed, simplicity, 
positive closure and minimizing of de- 
vitalized tissue. 

The abdominal cavity is limited by 
the attachments of the transversalis 
fascia. In our opinion this fascia dem- 
onstrates considerable qualitative varia- 
tion in the inguinal region. Hence, we 
are unwilling to depend on this fascia 
alone for support, and, furthermore, we 
hesitate to undertake massive fascial 
transplants routinely. For this reason 
the medial portion of the cut external 
oblique fascia is attached to the ligament 
of Cooper. This attachment is made by 
a series of interrupted sutures which 
take a small plicating bite in the extreme 
edge of the external oblique fascia, a 
plicating bite in the transversalis so that 
the latter structure is both tightened and 
strengthened, and finally a bite into 


Cooper’s ligament to such a depth that 
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a bit of periosteum is caught. These 
sutures are placed at intervals of 0.5 em. 
along Cooper’s ligament from the pubic 
tubercle to the ileopectineal eminence 
(fig. 2). However, the actual extent of 
these sutures is variable and is based 
on a definite and precise indication. 
That is, they are placed to a point where 
the dipped-in edge of the external 
oblique muscle just approximates, but 
does not compress, the illiac vessels as 
they enter the femoral canal. It is im- 
perative that the iliac vein be observed 
for dilatation, since even slight pressure 
will reveal remarkable distal enlarge- 
ment of this vein as seen in the wound. 
If there is evidence of pressure the last 
suture is cut, and since these sutures 
are spaced in close approximation the 
situation will be corrected. We have 
experienced no difficulty by accidentally 
including either the deep epigastric or 
the accessory obturator vessels in our 
sutures. 

After the medial flap of the external 
oblique fascia has been anchored, the 
small lateral flap is brought around 
beneath the cord and sutured to the ex- 
ternal oblique fascia medial to the newly 
created ring. This serves to enclose the 
cord snugly. The remaining portion of 
the lateral flap of the external oblique 
ascia and inguinal ligament is attached 
similarly throughout its length unless 
the inguinal ligament is too tight and 
tends to distort the contour of the in- 
ternal flap. The cord is placed in the 
recently created trough, and the sub- 
cutaneous tissue and skin are closed. 

We fully appreciate the fact that this 
operation does not attempt to conduct 
the spermatic cord obliquely through the 
abdominal wall, and, furthermore, we 
question its necessity. It is a maxim 
that external repair is inefficient for an 
opening in any wall that is subject to 
internal pressure. Hence, the inner sur- 
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face must be repaired so as to prevent 
the gain of any mechanical advantage 
by the existing pressure. This, we be- 
lieve, is accomplished in our hernio- 
rrhaphy (1) by proper disposition of 
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oblique muscle, which compresses the 
cord against the bony pelvis and iliac 
vessels during intervals of increased 
intra-abdominal pressure. 

The only troublesome factor experi- 
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Fig. 2. The authors’ method of repair of inguinal hernia. 


the peritoneum and any existent pro- 
jections, and (2) by preparing a care- 
fully placed abdominal wall conduit 
which is bounded by the external oblique 
and transversalis fascias in addition to 
the intervening contracting internal 
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enced in this procedure is placing the 
final sutures in Cooper’s ligament, since 
at this position the iliac vessels lie very 
close. However, the index finger of the 
hand opposite from that using the needle 
holder serves both to protect the iliac 
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vessels from the point of the needle and 
to palpate Cooper’s ligament at the 
point where it is several centimeters 
from the wound surface. 

We use cotton suture, no. 8 white 
cotton spool thread to attach the fascia 
to Cooper’s ligament and no. 40 thread 
for all other sutures. However, the 
suture material used is of no significance 
provided that the postoperative course 
is governed accordingly. 

On 89 patients we have executed 113 
inguinal herniorrhaphies, 22 of which 
were for recurrent hernias. In the entire 
group we experienced only 2 recur- 
rences, both of which represented tech- 
nical failures and took place in primary 
hernias. Our first recurrence was early 
in the series, when we used only a single 
suture at the pubic tubercle; this suture 
failed and as a result of this defect there 
developed a hernia. The patient was 
a 63 year old blacksmith who admitted 
that he returned to ‘‘light work’’ within 
thirty days postoperatively; the ‘‘light 
work’’ consisted of ‘‘sharpening plow 
shears.’’ The second recurrent hernia 
developed in a 43 year old clerk who 
presented a direct hernia at the initial 
operation, with no indirect sac visual- 
ized. Nine months later the patient 
returned with an indirect hernia with a 
definitely demonstrable preformed sac. 
Of the 89 patients, 59 have been ex- 
amined on several occasions, varying 
from four to twenty-five months post- 
operatively, and 27 have been contacted 
by questionnaire alone. Only 3 patients 
of this group could not be found. It is 
of interest that none of the 22 recurrent 
hernias repaired recurred again. The 
majority of the patients do hard physi- 
cal labor, and their mean age is 36.4 
years. 

This is certainly too small a series to 
permit any definite conclusions as to the 
value of an operative procedure, but in 
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the light of these findings we feel that 
our observations on the etiology of in- 
guinal hernia and the proposed opera- 
tion merit consideration. 


RESUMEN 
Los autores describen un método de 
reparacion de la hernia inguinal que 
llena los requerimientos que ellos esti- 
man necesarios para una _ operacién 
ideal. Tales requerimientos son en re- 
sumen los siguientes: (1) conservar el 
contorno original elipsoide de la regién 
inguinal, (2) eliminar por completo toda 
proyeccion peritoneal y (3) propor- 
cionar un conducto diferencial para la 
trasmision del cord6én espermatico. En 
el método aqui descrito se emplea el 
ligamente de Cooper en lugar del de 
Poupart como la estructura de sostén. 
Los autores han usado este procedi- 
miento con buenos resultados en 113 
herniorrafias en 89 pacientes. 


RESUME 

Les auteurs nous donnent une méthode 
pour la cure de la hernie inguinale et 
nous énumérent les critériums pour une 
opération idéale: 1. Il faut conservar 
le contour original éllipsoide de la ré- 
gion inguinale. 2. Il faut supprimer 
complétement toute projection périto- 
néale. 3. Il faut créer un nouveau con- 
duit pour la transmission du cordon 
spermatique. Dans leur méthode on 
utilise le ligament de Cooper plutét que 
le ligament de Poupart pour prévenir 
toute récidive. Ils ont employé leur 
procédé dans 113 herniorrhaphies sur 
89 sujets et ont obtenu d’excellents 
résultats. 


Cpon 


ABTOPbI OMHCbIBAIOT MeTOLY NoNnpaBKu 
rPpbLKH, COOTBETCTBYIOLLYIO HX KPHTePpHAM 
HealbHOK OMnepalluuH, HMeCHHO: 
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Management of Swallowed Sharp Foreign Bodies 
Report of Perforation of the Appendix by a Common Pin 


and of the Cecum by a Toothpick 


LIEUTENANT COMMANDER MORRIS WEINTROB, MC, U.S.N.R. 
AND 
LIEUTENANT COMMANDER EMIL GRANET, MC, U.S.N.R. 


HEN a young child swallows 

a penny or a cherry pit, the 

family’s equanimity is rarely 
disturbed. Hven the oversolicitous type 
of parent is set at ease by the doctor’s 
reassurance that there is no need to 
worry... that ‘‘the baby will pass it 
and no harm will come of it’’. 

If the swallowed object is sharp, it 
‘annot be dismissed so lightly. The lay 
mind does not so readily believe that it 
can possibly pass without some dire 
complication ... even if at the time of 
the examination the patient appears to 
be without any appreciable discomfort. 

‘*Will an operation be necessary? 
Won’t it perforate the stomach or some 
part of the bowels? Wouldn’t it be 
better to attempt to remove it before it 
perforates? If so, at what point is it 
more likely to perforate? Wouldn’t it 
be wiser to remove it before it reaches 
that point? How serious is swallowing 
such an object? Is the mortality high?’’ 

‘*Wouldn’t the x-ray show it up even 
if it is a toothpick (or a chicken or fish- 
bone)? What does one do to follow the 
progress of a foreign body that is non- 
metallic?’’ 

These problems, of course, arise only 
if one knows or suspects that a sharp 
foreign body has been swallowed. Un- 
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fortunately, too often no such history 
is obtainable until after the abdominal 
exploration (most often performed with 
some other preoperative diagnosis in 
mind) has unexpectedly led to the dis- 
covery of such a foreign body. 

In one of the cases herein reported 
the appendix was perforated by a com- 
mon pin, and in the other the cecum was 
punctured by a toothpick. In the first 
a definite history of the child’s having 
swallowed a pin was available. In the 
second case a diagnosis of acute appen- 
dicitis was made, the patient giving no 
history of having swallowed a toothpick. 

These 2 cases together with another 
that was encountered in the same hos- 
pital during the previous year, an in- 
stance of perforation of the cecum by 
a toothpick reported by Zieman,' led us 
to review the literature in the hope that 
such a study would enable us to formu- 
late definite principles of management. 


WILL PERFORATION OCCUR? 


Although swallowed foreign bodies do 
not usually pass through the gastroin- 
testinal tract without some damage, the 
latter may be slight and symptoms or ill 
effects be absent. If passage through 
the esophagus takes place, the object will 
usually proceed through the stomach. 

In a series of 48 cases of ingestion of 
foreign bodies by patients with mental 
disease, Carp” found that 83 per cent 
of the objects passed through the gastro- 
intestinal tract without any apparent 
damage. These included pins, nails, 
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needles, fishbones and sharp screws. In 
17 per cent of the cases the foreign body 
became lodged in some portion of the 
alimentary canal. 

MecManus®* described the perforation 
of a loop of bowel by a segment of wire 
3 cm. long that occurred in an inear- 
cerated hernia. Perforation under simi- 
lar circumstances took place in 5 other 
instances in a series of 93 collected cases 
of intestinal perforation by ingested 
foreign bodies. 


- 


‘PERFORATION OF THE APPENDIX 
During ten years of pathologic work 
in Montreal, Canada, Osler is said to 
have encountered exogenous foreign 
bodies in the appendix but twice. 
According to Fowler,* Heinick’s experi- 
ence in 3,750 autopsies was identical. 
Deaver ° stated that he had found but 
1 case of perforation of the appendix 
by a foreign body, that being by a com- 
mon pin. Reporting a case of his own 
and reviewing the literature up to 1912, 
Fowler noted perforation of the appen- 
dix in 48 out of 63 cases of swallowing 
of common pins. 


PERFORATION OF THE CECUM 


The literature contains numerous re- 
ports of widely varying types of foreign 
bodies that have remained within the 
cecum without having perforated. The 
cecum possesses little peristaltic action 
of its own. Emptying takes place as a 
result of reverse peristalsis passing 
proximally from the ascending colon to 
the cecum. This leads to compression of 
the latter organ, which in turn causes 
its contents to be forced distally into 
the ascending colon. Normal peristalsis 
in the ascending colon then propels the 
intestinal contents through the hepatic 
flexure toward the transverse colon. 
Metallic substances of ‘‘some weight,”’’ 
especially those with blunt ends that 
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render perforation less likely, are not 
so easily moved by this play of mechani- 
cal forces and thus make up the greatest 
number of foreign bodies that remain 
for years within the cecum. Rosenstein ° 
removed multiple metallic pieces, some 
measuring 17 cm. in length, from the 
cecums of mental patients who seemed 
to possess a voracious and capricious 
appetite for hardware. 

On the other hand, perforation of the 
cecum by a wire nail 3 inches (7.5 em.) 
long was described by Pike.’ Most un- 
common of all, perforation of the cecum 
by a fecalith was reported by McCreery.® 

Perforation by a toothpick was _ re- 
ported by Vestal,’ McLanahan,’’? Wal- 
lis," MeClintic,’* MeManus,"* Melville 
and Barrett and Leader,’ which made 
a total of 10 such cases appearing in 
the literature from 1912 to 1942. The 
toothpick appears to have been the most 
common article causing perforation of 
the cecum. 

Prat *® described a number of cases 
in which pins were ingeniously removed 
from the cecum by manipulating them 
into the lumen of the appendix. Appen- 
dectomy eliminated the necessity of 
opening the large bowel. 


DO THE FOREIGN BODIES CAUSE 
APPENDICITIS? 

Although a foreign body may lie prae- 
tically dormant in the appendix for some 
time, it probably lowers the resistance 
of that organ by producing a chronic 
irritation of the mucous membrane. 
Such an opinion was expressed by 
Lazarus,’ who suggested that an attack 
of appendicitis in a patient suffering 
from grip at the time was made more 
probable because of the irritation by a 
pin that had been within the appendix 
for some time. 

Perforation by blunt foreign bodies 
is purposefully not analyzed in this re- 
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port. Although grape seeds, other exog- 
enous foreign bodies and fecaliths are 
occasionally seen in association with 
‘‘ruptured’’ appendicitis, it is felt that 
in such cases the perforation is usually 
secondary to the inflammation that fol- 
lows obstruction of the lumen by the 
impacted foreign body. Yet Meyer and 
Rossi, ** adding a case of their own, 
mention 2 cases of primary perforation 
of the cecum by false teeth. 

In Park’s *” 2 cases of perforation of 
the appendix by a common pin, symp- 
toms of chronic appendicitis had existed 
for a long time. Operation was _ per- 
formed for a supposed acute exacerba- 
tion. In 1 case the pin was found in an 
abscess cavity, the appendix not being 
located. In the other the pin was present 
within a diseased appendix. The latter 
had ruptured, and an abscess was 
present. 

One week after a patient of Eng- 
stad’s*° had swallowed a _ twig, the 
appendix was found to be perforated 
but not much inflammed. Marked in- 
flammation was present in the surround- 
ing structures. The twig was recovered 
from a peritoneal fold behind the cecum. 


POSITION OF THE PIN 

Usually, the pin enters the appendix 
head first. Generally, it remains 
straight, being bent upon itself rarely. 
In most instances it lies parallel to the 
long axis of the appendix. 

The head of the pin in our case fol- 
lowed the usual course. The pin was 
somewhat bent, and its direction varied 
only a few degrees from that of the 
longitudinal axis of the appendix. In 
Rentschler’s case ** the pin lay with its 
tip toward the distal point of the 
appendix. 

Occasionally, the head of a pin may 
ulcerate through one wall and its point 
perforate the opposite wall. The pin 
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may remain free from deposit, become 
corroded and rusty and be either partly 
or completely covered by feces. Thus, 
it may serve as the nucleus of what may 
from gross appearance give the impres- 
sion of an unusually long simple fecalith. 

In several instances the head of the 
pin became surrounded by a concretion. 
The entire shaft has passed out of the 
lumen of the appendix. The ‘‘enlarged”’ 
head, acting as a ball valve, prevented 
complete exit from the appendix. 

McBurney and Hirst (quoted by 
Fowler) each reported single cases in 
which two pins were found lying parallel 
to each other within the appendix. 


TIME OF ONSET OF SYMPTOMS 


One would suppose that a swallowed 
pin, toothpick or other sharp substance, 
such as a nail, a chicken bone or a fish- 
bone, would lead to rapid perforation. 
As has already been previously stated, 
this is not usually so. Acute symptoms 
lasting less than ten days and not pre- 
ceded by any previous attack were noted 
in only 13 of the 59 cases of perforation 
by a common pin collected by Fowler. 

As a rule there is a gradual onset of 
abdominal pain, low grade fever and 
localized tenderness. A sudden and dra- 
matic appearance of sharp pain that is 
constant and severe, accompanied by 
vomiting and soon followed by a general 
peritonitis, is rare. Nor does shock as 
seen after a ruptured peptic ulcer usu- 
ally appear. 

Perforation has occurred as soon as 
a few hours and as late as fifteen years 
after the swallowing of a pin. In the 
case described by Lazarus it took place 
after one and a half years, while in that 
of Gottesman* the patient, a young 
woman, when informed that a stick pin 
had perforated her appendix, recalled 
that the accidental swallowing had taken 
place some nine years previously. 
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Of possible interest in the field of 
workmen’s compensation are the cases 
of Bell and Morriata, cited by Fowler. 
In each instance a swallowed pin had 
remained dormant in the appendix for 
years until ‘‘lighted up’’ by a blow on 
the abdomen. 

Of special interest is the surprisingly 
small percentage of patients who before 
operation mention having swallowed a 
foreign body. 


SIMULATION OF OTHER CONDITIONS 

In practically all the cases involv- 
ing perforation of the cecum, ileum, 
Meckel’s diverticulum or the appendix, 
the symptoms were those commonly 
attributed to acute appendicitis. In none 
was perforation by a foreign body 
suspected. 

Glazebrook (quoted by Lazarus) re- 
ported the case of a young child sud- 
denly taken ill with chills and rapid 
breathing. It cried when moved about 
and referred its pain to the right an- 
terior chest. Death took place three 
and a half hours later. Necropsy re- 
vealed a purulent appendicitis with a 
localized peritonitis. The appendix was 
perforated at its middle by a common 
pin. It was then ascertained from the 
parents that the pin had been swallowed 
ten months previously. 


SITE OF PERFORATION 

One might expect that the greatest 
number of perforations would occur 
proximal to the fixed points and rela- 
tively narrowed passageways of the 
gastrointestinal tract, i.e., proximal to 
the cardioesophageal junction, the pylo- 
rus and the natural angles in the first 
and second portions of the duodenum. 
According to a review of 83 cases by 
McManus wherein the sites of the per- 
forations were given, 53 took place in 
the ileocecal area. Thirty-three involved 
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the appendix, which made that organ 
the one most frequently perforated. 


FREQUENCY OF PERFORATION IN VARIOUS 
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Tenesmus, bloody stools and diarrhea 
were noted in all 3 cases of perforation 
of the rectum. 

According to Deaver the first appen- 
dectomy on a living subject, performed 
by Claudius Amyard, was on a boy of 
D years. ‘The indications for surgical 
intervention were an irreducible scrotal 
hernia accompanied by a discharging 
sinus of the right thigh. The appendix, 
wrapped in omentum, lay in the hernial 
sac. It had been perforated by a pin. 
The head of the latter, enveloped by 
fecal contents, was still within the 
appendix. 

In 7 of MeManus’s cases in which the 
site of perforation could not be deter- 
mined the foreign bodies were found 
lying within abscesses in various re- 
cesses of the peritoneal cavity. Thus, it 
would be well to keep in mind the possi- 
bility of perforation by a swallowed 
sharp foreign body as a remote cause 
of an obscure peritonitis. 

Direct perforation of the appendix 
occurred usually near the base or at 
the middle. Fowler cited several inter- 
esting cases, for instance: Mitchel’s, in 
which the point and shaft had pene- 
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trated the appendix, passed through the 
ileum and produced a small abscess 
between the ileum and the cecum, and 
Keen’s, in which the tip of the appendix 
was adherent to the bladder, with which 
it had established a pathologic anasto- 
mosis. In the latter case a pin, encrusted 
by a calculus, was found in the bladder ; 
worms and feces were discharged per 
urethram. 
. PATHOLOGY 


Five main types of pathologic se- 
quelae have been encountered. 

1. In 18 per cent of cases an early 
localized peritonitis was found, usually 
with a metallic body plugging the small, 
acute perforation. In 88 cases of this 
type, the obstruction occurred in the 
ileacecal segment. Coils of the intestine 
were glued together by light fibrinous 
adhesions. 

2. Indurated, inflammatory tumors oc- 
curred in 15 per cent of the cases. The 
perforating agent was well walled off 
by indurated omentum 
peritoneum. 

3. Almost half, approximately 45 per 
cent, of the cases were characterized 
by abscess formation. In 1 instance this 
occurred in a hernial sac, and in 3 it 
was in the perirectal tissues. In Durham 
and Beltz’s ** case a toothpick lay free 
in an abscess cavity. Mitchel’s review ** 
in 1899 included 3 cases in which either 
a chicken bone or a fishbone lay within 
an abscess of the abdominal wall. These 
appear to have been examples of the 
migratory type described by Poulet.” 
Almost half of the abscesses were situ- 
ated in the right lower quadrant of the 
abdominal cavity, being secondary to 
perforation of the appendix, cecum or 
ileum. The only mention noted in the 
literature of abscess of the liver follow- 
ing perforation by a swallowed sharp 
foreign body was that of 6 cases in- 
eluded in Mitchel’s collected series. 
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Only 3 of the 42 abscesses gave rise 
to fecal fistulae. 

4, Twenty per cent of the cases (ap- 
proximately 1 out of every 5) were 
accompanied by general peritonitis. 
Two cases followed perforation of the 
sigmoid, 1 perforation of the jejunum 
and 15 about 16 per cent) perforation 
in the lower ileal and cecal regions. 
Half of the foreign bodies were metallic 
objects ; the other half, bony or wooden. 
General peritonitis was noted in the 
young ag well as in the aged. 

5. Hemorrhage was reported in only 
1 case, that of Wolfer and Lieblien.”° 
A large branch of the right gastric 
artery had been pierced by a fishbone 
that had penetrated the gastric wall. 
Death came quickly. 


MORTALITY 


Before 1900 the mortality in 34 re- 
ported cases was 53.5 per cent. In 
almost all of these surgical intervention 
had not been attempted. The patients 
who survived did so because the 
abscesses that had developed either 
drained spontaneously or did not re- 
quire entering the general peritoneal 
cavity in order to approach them. 

From 1900 to 1940, 6 deaths occurred 
in 60 cases, a mortality of 10 per cent. 
Four were due to general peritonitis. 

The decidedly lower mortality rate in 
the twentieth as compared with that in 
the nineteenth century may be attrib- 
uted to several factors. Modern asepsis 
has dissipated the ultraconservative 
attitude of the previous century toward 
entering the peritoneal cavity. Hence, 
sharp foreign bodies are removed even 
before perforation occurs. General peri- 
tonitis is recognized and effectively 
treated much earlier. The death rate has 
been greatly reduced by the Wangen- 
steen and Miller-Abbott technics of 
preventing and_ treating abdominal 














VOL. VIII 
NO. 5 


distention. It has been influenced also 
by attention to the problems of dehy- 
dration, protein and electrolytic balance 
and adequate fluid as provided by intra- 


venous administration of dextrose in 
saline solution as well as of blood 
plasma. Supplemental multivitamin 


therapy plays an important part. Of 
inestimable value is the earlier localiza- 
tion of swallowed sharp metallic bodies, 
permitting removal either before per- 
foration takes place or before a serious 
general peritonitis appears. 


MANAGEMENT 
Management of this type of case de- 
pends on a number of factors, among 
which are: 
1. A knowledge of the swallowing of 
a sharp-pointed foreign body. 


2. The character of the substance 
swallowed, whether metallic or non- 
metallic. 


3. The availability of x-ray and labo- 
ratory equipment. 

4. The accessibility of adequate sur- 
gical facilities. 

When such a body has passed into the 
esophagus, frequently repeated fluoro- 
scopic and roentgenographic examina- 
tions are indicated. Since danger inci- 
dent to a barium sulfate meal is prac- 
tically nil, such a meal should be given 
as soon as possible. More definite locali- 
zation of the foreign body will thus be 
afforded than is possible from the rou- 
tine flat plates of the abdomen. 

Since about 75 per cent of the per- 
forations that have occurred took 
place through Meckel’s diverticulum, the 
lower part of the ileum, the cecum or 
the appendix, no great concern need be 
felt until a foreign body reaches that 
segment of the gastrointestinal tract 
which is bounded by the most proximal 
and distal of these organs. 

A statistical review at this point will 
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be of assistance in formulating a plan 
of procedure for those sharp-pointed 
bodies that have arrived at the ‘‘critical 
segment’’. 

In Carp’s series of 48 collected cases, 
including instances of ingestion of both 
sharp and blunt objects, 17 per cent of 
the foreign bodies lodged in some por- 
tion of the intestinal tract. 

In 6 of a series of 93 collected cases 
of perforation by an ingested foreign 
body, according to McManus, the per- 
foration took place in the loop of an 
incarcerated hernia. 

Fowler reported that perforation oc- 
curred in 48 of 63 cases of a common 
pin reaching the appendix—an incidence 
of 76 per cent. 

The most frequent foreign body to 
perforate the cecum is a_ toothpick. 
Chicken bones, fishbones, toothpicks and 
long nails and hairpins are more prone 
to perforate the cecum than the appen- 
dix. Perforation, however, does not 
always occur. 

The likelihood of perforation in the 
‘‘critical segment’? is as_ follows: 
Meckel’s diverticulum, ileum and cecum, 
each about 12 per cent; appendix, about 
40 per cent. When foreign bodies have 
managed to pass beyond the cecum, the 
incidence of perforation in the _ re- 
mainder of the intestinal tract in the 
case of sharp-pointed foreign bodies is 
still as high as 18 per cent. Half of the 
perforations take place in the sigmoid 
flexure, the others occurring (in order 
of decreasing frequency) in the hepatic 
flexure, rectum, splenic flexure and 
transverse and descending colon. 

Certain conclusions may be drawn 
from the foregoing statistics. A com- 
mon pin probably will reach the appen- 
dix before perforation is likely to occur. 
As soon as it has been definitely deter- 
mined that the pin is lodged within the 
appendix, appendectomy is indicated. 








‘RE 
Inasmuch as the toothpick and not the 
common pin has been the most common 
cause of perforation of the cecum, it 
seems unwise to attempt to milk a com- 
mon pin from the cecum into the appen- 
dix with the view in mind of doing an 
appendectomy. Spontaneous progres- 
sion usually occurs if a common pin has 
managed to escape incarceration within 
the appendix. 

Should there be any unusual delay in 
the progress of a common pin to the 
appendix (as observed by frequent 
fluoroscopic examination) a rise in the 
sedimentation rate of the erythrocytes 
or in the temperature and pulse rate 
curves may indicate a slight perforation 
at the point of lodgment. Immediate 
laparotomy becomes advisable. 

With all types of swallowed sharp 
foreign bodies, whether metallic or non- 
opaque, close observation of the sedi- 
mentation rate, temperature and pulse 
are indicated. This is especially impor- 
tant in the case of toothpicks, chicken 
and fishbones and other nonopaque sub- 
stances, since the x-rays are of no assist- 
ance in determining their progress. 

If the roentgenologist attempts to 
determine whether a pin is still within 
the appendix from a study of the films 
alone, he may find himself in error. In 
the case hereinafter described the first 
report by the roentgenologist was based 
on a review of the films brought by the 
patient to the hospital. The pin did not 
appear to be in the lumen of the bowel. 

Subsequently, under fluoroscopic ex- 
amination, the pin was found to move 
with the appendix during respiration. 
This led to the conclusion that ‘‘the pin 
may be in the wall of the appendix.’’ 

After the appendix had been removed 
and opened along its longitudinal diam- 
eter, an explanation for the roentgen- 
ologist’s inability to state definitely 
whether the pin was either in or outside 
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of the appendix was obtained. Barium 
had failed to enter the distal third of 
the appendix, in which the pin lay. 
Hence that portion of the appendix did 
not visualize. 

When treating patients with mental’ 
disease, one should always consider the 
possibility of perforation by a swal- 


lowed foreign body as a cause of 
abdominal pain. 
Persons wearing an upper dental 


plate have lost the tactile sensation in 
the palate provided by nature as a safe- 
guard against accidental swallowing of 
foreign bodies that are at times present 
in food. Most of the patients who had 
perforations by toothpicks wore upper 
plates. Meat rolls are often cooked with 
toothpicks inside them. The cooking 
partially softens the wood and makes 
detection more difficult even when an 
upper plate is not worn. The custom 
of serving club sandwiches and hors 
d’oeuvres with toothpicks seems to have 
given rise to a gastronomic hazard. 

In obscure cases of peritonitis it may 
be well to bear in mind the possibility 
of a sharp foreign body as the primary 
cause. 

REPORT OF CASES 

CasE 1.—D. B., an 18 year old Air Cadet, 
swallowed a common pin on Mareh 3, 1944. 
Five days later, he felt a pain in the right 
lower quadrant of the abdomen. Roentgen 
study of the gastrointestinal tract after a 
barium sulfate meal located the pin in the 
vicinity of the appendix. 

During the ten days following the swal- 
lowing of the pin, he was up and about. His 
only complaint was a sense of discomfort 
felt when he moved hurriedly. After the first 
few days he had been forced to discontinue 
calisthenics and running because of actual 
pain when he attempted to engage in such 
activity. 

His bowels moved normally; his diet was 
general. On the 20th of March, seventeen 
days after he had swallowed the pin, he was 
admitted to a naval hospital. The series of 
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roentgenograms which he brought with him 
were interpreted as follows: 

‘“A review of the films made between 
March 9 and March 14 shows the pin to be 
in approximately the same location. It does 
not appear to be in the lumen of the bowel.’’ 

Several factors during the week that fol- 
lowed his admission to the hospital served 
to delay the decision to perform a laparotomy. 
The interpretation by the x-ray department 
was rather indefinite. In fact, the impression 


es 


Fig. 1 (Case 1). Roentgenogram depicting a common 

pin in the right lower quadrant of the abdominal 

cavity. It was impossible from this film to determine 

whether the pin was still embedded within the appen- 

dix or whether it was lying free within the peritoneal 
cavity. 


obtained was that the pin was outside of the 
intestinal tract. In view of this opinion it 
was felt that it might be wiser to await a 
more definite localization before making any 
attempt to remove the pin surgically. The 
presence of the pin did not seem to bother 
the patient except psychically. He com- 
plained of no pain even when going to and 
from the ‘‘head.’’ 

Urinalysis, a Kahn test, white blood cell 
and differential counts, red blood cell counts 
and determinations of hemoglobin gave nor- 
mal results. The temperature, pulse and 


respiration were all normal. 

On March 29, 1944, a fluoroscopic check-up 
examination was reported as follows: 
here is barium in the appendix. During 
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respiration the pin is seen to move up and 
down with the appendix. There is no barium 
around the pin. This suggests that it may be 
either in the wall of the appendix or outside 
rate it is 


the latter; at any inside the 


abdomen.’’ 





Fig. 2 (Case 1). The point of a common pin is visible 

through the thinned-out serosal layer of the appendix. 

The serosa is being forced ahead of the advancing pin 
as perforation becomes imminent. 





Fig. 3 (Case 1). Roentgenogram of the appendix 
after removal. A slightly bent common pin is present 
in the distal quarter of the appendix. Barium-coated 
fecaliths are visible. The most distal of these visual- 
ized fecaliths was 7 mm, distant from the nearest 
part of the pin. This explained the difficulty experi- 
enced by the roentgenologist in attempting to decide 
whether the pin was within the appendix or whether 
it was free within the peritoneal cavity. On fluoro- 
scopic examination the pin was seen to move with the 
appendix during respiration. Thus it was possible 
to conclude that the pin was still embedded in the 
appendix, 


Once again, the report from the x-ray de- 
partment was somewhat inconclusive. One 
thing, however, was definite. The pin had 
not progressed beyond the site at which it 
had been visualized almost three weeks pre- 
viously. Even though the x-ray report stated 
that the pin might be outside the appendix, 
the fact that it seemed to move with the 
latter during respiration was significant. 

Reasoning that the pin was probably im- 
bedded in the wall of the appendix, it was 
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decided that an exploratory laparotomy was 
indicated. Although the patient had no sub- 
jective pain at the time and tenderness on 
palpation was not elicited, his being subject 
to sea duty or extracontinental service was 
a factor in the decision. 

Spinal anesthesia was employed. The 
‘‘silent abdomen’’ produced by such anes- 
thesia was most helpful. Furthermore, per- 
foration of a hollow viscus, such as is incident 
to active intestinal movements while a patient 
is under general anesthesia, was less likely 
to occur with spinal anesthesia. 

The pin was located without any difficulty, 
lying in the distal third of the appendix. 
The head of the pin was near the tip of the 
appendix. It appeared to be lying partly 
within the lumen and partly within the wall 
of the appendix. Its tip could be visualized 
clearly as it caused the serosal layer to bulge. 
Perforation was imminent but had not yet 
taken place. Appendectomy was done. The 
postoperative course was uneventful. The 
cadet returned to duty a month later. 

Nothing of note was found on pathologic 
examination to determine whether the pres- 
ence of the pin had led to the development 
of chronie or acute appendicitis. 

When the appendix was opened along its 
longitudinal diameter it was evident that 
barium had not adhered to the pin. This 
accounted for the roentgenologist’s inability 
to state definitely whether the pin was either 
within or outside of the appendix. The pin 
was slightly bent. 

The appendix was examined roentgeno- 
graphically after its removal. The findings 
were reported as follows: 

‘“‘The portion of the appendix that was 
removed is 9 em. in length. Its greatest diam- 
eter is 1 em. There is a straight pin 27 mm. 
in length in the distal end of the appendix. 
The head of the pin is at the distal end of 
the lumen. The proximal half, including the 
point, is imbedded in the wall of the appen- 
dix. About 2 mm. of the distal end of the 
pin projects into the subserosal layer. In the 
proximal 6 em. of the appendix there are 
barium deposits that outline several fecaliths. 
The most distal fecalith is approximately 
7 mm. distant from the nearest portion of 
the pin.’’ 


SWALLOWED FOREIGN BODIES 


467 


quadrant of the abdomen. 


SEPT.—OCT. 
1945 


9 


Casge 2.—E. P. B., S 2/C, was admitted 
to a naval hospital on Jan. 1, 1944. His chief 
complaint was pain in the right lower quad- 
‘ant of the abdomen. This was his first attack. 

Generalized abdominal pain appeared on 
the day previous to his admission. He vom- 
ited once only. The pain persisted throughout 
the night. By morning, localization of the 
pain in the right lower quadrant of the 
abdomen was definite. The pain was intense. 


2 
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Fig. 4 (Case 2). Toothpick perforating the cecum 
on its anterior aspect. A fibrinous purulent exudate 
covered the appendix. The site of perforation in the 
cecum was effectively plugged by the toothpick. The 
peritoneal cavity was free of intestinal contents. 





General examination revealed nothing sig- 
nificant except tenderness, muscular spasm 
and rebound tenderness in the right lower 
The white blood 
cell count was 18,000, of which 88 per cent 
consisted of segmented polymorphonuclear 
leukocytes. Urinalysis and Kahn tests gave 
normal results. The oral temperature was 
100.6 F. The preoperative diagnosis was 
acute eppendicitis. 

A McBurney incision was employed. Spinal 
anesthesia was the anesthetic of choice. When 
the peritoneal cavity was opened the appen- 
dix was seen to be covered by a purulent 
exudate. Protruding through the anterior 
wall of the cecum was a toothpick. The latter 
thoroughly plugged the point of perforation. 
Local necrosis in the wall of the cecum at 
the site of penetration was clearly evident. 
The peritoneal cavity was free of any in- 
testinal contents. 

The toothpick was removed, and the site of 

















VOL. VIII 
NO. 5 


perforation was closed by inversion. Appen- 
dectomy followed. The abdomen was closed 
without drainage. Postoperative progress was 
uneventful, and the patient returned to duty 
at the end of a month. 


SUMMARY 

A review of the literature revealed 
that most perforations of the gastro- 
intestinal tract are by sharply pointed 
metallic objects. 

Fifty-three per cent of perforations 
occur in the ileocecal region. Perfora- 
tion of the bowel lying within a hernial 
sac was reported in 6 cases. 

Fifty per cent of the patients reported 
on presented symptoms lasting from a 
few hours to two weeks before being 
operated on. The remainder gave his- 
tories lasting over much greater periods, 
in several instances as much as ten to 
fifteen years. 

Five types of pathologic manifesta- 
tions were noted: early localized peri- 
tonitis, inflammatory masses, abscesses, 
general peritonitis and hemorrhage. 

The mortality dropped from 53.5 per 
cent in the cases reported prior to 1900 
to 10 per cent in those reported after 
that arbitrarily selected date. 

One is justified in viewing the swal- 
lowing of sharply pointed fore eign bodies 
with grave concern until these are 
located and removed. 

The management of 
discussed. 

Detailed reports and illustrations of 
a case of perforation of the appendix 
by a common pin and of one of perfora- 
tion of the cecum by a toothpick are 
given. 


such cases is 
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RESUMEN 


Pasando revista a la literatura se 
halla que la mayoria de las perforaciones 
del tracto gastrointestinal son produ- 
cidas por objetos metalicos muy afilados. 

El 53 por ciento de las perforaciones 
tienen asiento en la regién ileocecal. 

En 6 casos se da cuenta de perfora- 
ciones intestinales en el interior de un 
saco herniario. 

El 50 por ciento de los pacientes aqui 
referidos presentaban sintomas de una 
duracion variable entre unas pocas horas 
y dos semanas antes de ser intervenidos. 
Kl resto mostraba una historia de mu- 
cho mayor duracién, llegando en varias 
ocasiones a periodos de diez a quince 
anos. 

Se observaron cinco tipos de mani- 
festaciones patolégicas: peritonitis pre- 
coz localizada, masas_ inflamatorias, 








J. INTERNAT. 
COLL. SURG. 


abscesos, peritonitis generalizada y 
hemorragia. 

La mortalidad descendid desde el 
53.5 por ciento correspondiente a los 
casos descritos con anterioridad a 1900 
hasta un 10 por ciento correspondiente 
a los casos descritos despues de la 
obtencién de los presentes datos. 

El cirujano ha de considerar como 
un factor de peligro la deglucién de 
instrumentos u objetos afilados, debien- 
do tomarse las medidas adecuadas 
para la localizacién y extraccién del 
cuerpo extrano. Aqui se estudia el tra- 
tamiento de esta clase de casos. 

Se desecriben con detalle e ilustra- 
ciones un caso de perforacién del apén- 
dice con una alfiler y otro de perforacién 
cecal con un palillo de dientes. 


RESUME 

La revue de la littérature nous révéle 
que la majorité des perforations gastro- 
intestinales sont dues a des objets métal- 
liques pointus. Cinquante-trois pour 
cent des perforations intéressent la 
région iléo-cécale. La perforation d’une 
anse intestinale herniée fut observée six 
fois. Cinquante pour cent des malades 
présentérent des symptomes de quelques 
heures & deux semaines avant d’étre 
opérés. Les autres datérent leurs symp- 
tomes pour de plus longues périodes, 
dans quelques cas de dix a quinze 
ans. Les manifestations pathologiques 
suivantes furent observées: péritonites 
locales, masses inflammatoires, péri- 
tonites généralisées, et hémorrhagies. 
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La mortalité, qui était de 53.5 pour cent 
avant 1910, n’est aujourd’hui que 10 
pour cent. Les objets pointus ingérés 
par la bouche demandent des soins pré- 
coces. Le traitement indiqué pour les 
perforations traumatiques est discuté. 
Entre beaucoup de cas, l’auteur rapporte 
un cas d’appendice perforé par une 
épingle ordinaire et aussi une cas de 
perforation du coecum par un cure-dent. 


CBon 


O630p aMTepaTypbI MOKa3bIBaeT, UTO 
OOJbUIMHCTBO NepdopauHh *KesyLOuHO- 
KHUWe4HOrO TpakTa IIpH4HHAeCTCA OCTPOKO- 
He4UHbIMH MeTAaJJIM4eCKHMH TpesMetaMH. 

53% nNepdopalvA MpOMCXOAUT B TOHKO- 
CenNOKMWe4YHOK OOsacTH. BuyTperpwxKe- 
Bad KHWeuHaAd NepdopayvA Oblia 1O10%*Ke- 
Ha B 6 caryyanx. 

50% OObHbIX, OMMCAHHbIX B 39TOM JO- 
Kae, MPOABHJH CHMMTOMBbI OT HeCKOQJIb- 
KHX 4aCOB JO JBYX Heeb LO Onepallun. 
OctaJbHble OOJbHbIe LatH ropa3z0 Gowee 
NpOOJMKUTebHYIO HCTOPHIO Ooue3HH, B 
He€CKOJIbKUX Cy4aAx OT AeCATH LO MATHAL- 
waTH Jer. 

Bb yCTaHOBJeHbI MATb MaToOsorMue- 
CKHX THIOB: paHHHH MOKaIH3MPpOBaHHbIit 
Nl€pHTOHHT, MACCHBHOe BOCTaJeHHe, HapbiB, 
o6ulMH MepHTOHUMT HU KPOBOTeUeHHe. 

CMepTHOCTb MO CpaBHeHH0 C OKIaqaMu 
no 1900 roma ynaaa oT 53.5% no 10%, ata 
3Ta Oyzy4uH H36paHHa MpOH3BOJbHO. 

BnoaHe OnpaBAbIBaeTCA Cepbe3HOe OTHO- 
wieHHe K MpOriaTbIBaHHIO OCTPbIX MOCTO- 
pOHHHX Te. TpeOyeTcaA HX HeMeIeHHaA 
JOKAIM3aluA WM yasenne. 

OnucaHa MeTOAMKa TaKHx cayuaesB. JlaH 
NOApPOOHHIN MOKNa U WINOCTpAauHH CJy- 
yaeB Nepdopaluu 4peBOBHAHOrO OTPOCTKa 
O6bIKHOBeHHOH OysaBKOH UM CeMmOH KHUIKH 
3y6OUHCTKOH. 





A METHOD OF INGUINAL HERNIORRHAPHY 


(Continued from page 458) 


1. COXpaHHTb 3THNCOMNLaIbHbIA KOHTYp 
MHIBHHaIbHOH OOmacTH, 

2. BNOJHe HCKOPeCHHTh NepHTOHeaJbHbIle 
BBICTYNBbI, H 

3. CO3LaTb OTICNbHbIM KaHad 2A corda 
spermatis. 
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IIpu 2Tom cnocoGe Kyneposas, a He 
Ilynnapropan cBa3Ka ynoTpeOuseTca, Kak 
akopb. B 113 onepauuax rpppkuH Hay 89 
OOJbHbIMH Pe3YyJIbTATbI ITOH MCTOABI OBIIM 
XOpOuIH. 





























EO REN 
IN MEMORIAM 
GEORGE SANFORD FOSTER, M.D., F.I.C.S. 


George S. Foster was born on April 20, 1882, in Barrington, New Hampshire. After 
his graduation from Tufts College Medical School and internship at Boston City Hospital, he 
settled in Manchester, New Hampshire, where he practiced throughout his career. He was 
surgeon at the Notre Dame Hospital in that city from 1906 to 1925, and afterward at the 
Lucey Hastings Hospital. His postgraduate studies were extensive; he attended clinics in 
Switzerland, Austria, England, Scotland and France, as well as in the United States. He was 
a member of the Manchester Medical Association, the Hillsborough County Medical Associa- 
tion, the New Hampshire Medical Society, the New Hampshire Surgical Club, the American 
Association for the Study of Neoplastic Diseases, the New Hampshire Academy of Science, the 
Medical Officers’ Association, United States Army, the American Medical Association and the 
American Medical Editors’ and Authors’ Association. In 1942 he was assigned as Lieutenant 
Commander in the Navy and stationed in Hawaii. Later he was ordered to the Bureau of 
Medicine and Surgery, Navy Department, Washington, D. C., as assistant to Captain Louis 
H. Roddis, who heads the Board of Medical History. At the time of his death he was busy 
writing the ‘‘History of Naval Medicine, World War II.’’ His publications have included 
numerous articles on varied surgical subjects in different periodicals, including several in 
the American Journal of Surgery and in International Clinics. 
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DR. MAX MEYERHOF, F.I.C.S. 
A TRIBUTE 


With the passing of Dr. Max Meyerhof in Cairo on April 20, 1945, not only Egypt but the 
whole world lost one of the most versatile and outstanding personalities and scholars of this 
generation. 


Born on March 21, 1874, he came of an old German Jewish family whose residence in 
Hildesheim dated back to 1720. On both sides of the family pronounced talents were evident 
both for science, particularly medicine, and for historical research. On his mother’s side was the 
outstanding gynecologist Prof. Dr. Otto Spiegelberg, of Breslau and Goettingen, and likewise his 
cousin, Prof. William Spiegelberg, the famous Egyptologist of Strassburg. Another cousin, Prof. 
Otto Meyerhof, whom in 1900 he accompanied to Egypt, suffering from a renal complaint, is 
the famous chemist and physiologist who was awarded the Nobel prize for medicine in 1932 
and who since 1940 has been practicing in the United States at the University of Chicago. 


Apparently Dr. Meyerhof’s first stay in Egypt exercised such a fascination upon him that 
in 1903 he settled in Cairo as an oculist. 

The marked family talents for medical and historical research not only exercised a deciding 
influence on his choice of a career; they fused in a unique synthesis in the personality of the 
great oculist and the great orientalist. 

On the foundation of an excellent training under Professor Uhthoff, of Breslau, Dr. Meyer- 
hof soon built up an extensive oculist’s practice. At the outset he and kindred spirits founded 
a polyclinic for the treatment of the poor. He also immediately began bacteriologie and clini- 
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cal work on the extremely prevalent Egyptian infectious ocular diseases, and he published 
every year, as a result of this research, articles on the causes and treatment of the main Egyptian 
ocular diseases, some in German and others in French and American journals, and later also 
in the Bulletin of the Egyptian Ophthalmological Society, of which he became an honorary 
member in 1930. 


In addition to this extensive activity in both the practical and the scientific sphere of oph- 
thalmology, he turned as early as 1907 to the study of ancient Arabic ophthalmic science. 
And it was here that his real genius for the history of Arabic Medicine first found expres- 
sion, in studies which remained an absorbing passion up to the end of his life. He quickly learned 
Arabic—partly under Professor Littman but chiefly by his own efforts—and had soon mastered 
nearly all the Semitic languages. Thus he had access to original manuscripts, from which he 
published many hitherto unknown writings. Later he devoted himself more and more to the 
general history of medicine and the natural sciences of the Arabs and opened up to research 
unsuspected material in the sphere of medical history. The result was an endless series of 
valuable writings dealing with the history of the sciences in the Arabic Middle Ages. 


It was no wonder that the authority on Arabic medical history quickly beeame known and 
appreciated. He was soon elected a member of the Academy of the History of Sciences in Paris 
and of the Royal Society of Medicine in London. Later he became a member of numerous 
societies. In 1928 he received the honorary degree of Ph.D. at Bonn University. He became 
first a member and then vice-president of the Institut d’Egypte in Cairo, vice-president of the 
Société Royale de la Médecine d’Egypte in Cairo, and likewise of the Society of Friends of 
Jerusalem University, and an honorary member of the International College of Surgeons. On 
the oceasion of his seventieth birthday, last year, Jerusalem University published in his honor 
a bibliography of his collected works. It includes over 300 publications and monographs, and 
is a worthy memorial of the great life’s work of Max Meyerhof. 


It must be left to more competent persons to estimate in detail the vast achievements of 
this great man as ophthalmologist, orientalist, student of Arabic medical history and connois- 
seur of the Art of the Near East. These lines are merely an attempt to capture his person- 
ality as a whole and preserve it as an inspiration to posterity. 


It is surely no mere chance that Dr. Meyerhof felt himself so attracted by the personality 
of Maimonides, who nine hundred years ago worked in the same place as physician, student 
of natural science, scholar and philosopher. The fruit of this unique spiritual affinity between 
the two great physicians is ‘‘The Medical Work of Maimonides.’’* Particularly interesting to 
surgeons is his publication of the Papyrus Edwin Smith, ‘‘the oldest book on surgery in the 
world,’’ and his illuminating interpretation of it resulting from his ability to explain it at first 
hand from the original text in his hieroglyphies. 


Mention must be made of the fact that in 1930 Dr. Meyerhof felt obliged to refuse the 
offer of a professorship of Medical History at Leipzig University because he already foresaw 
that the nationalistic attitude of mind prevailing among the students at that time would not 
guarantee freedom of speech and freedom to teach for the future. As I look back, it seems 
to me that he was always the finest possible representative of the academic spirit of the 
old Germany. 


As one exchanged ideas with him and tasted of his inexhaustible knowledge, one realized 
that the history of medicine is at the same time the history of human culture, and that 
the urge to study the historical problems of mankind profoundly arises from a most intense feel- 
ing for life, which leads the individual concerned to strive to enlarge the mental horizon of 


*The Medical Work of Maimonides, in Essays on Maimonides, W. S. W. Baron, New York, 1941. 
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his age by a revelation of the truth behind historical processes. His lifelong preoccupation with 
such problems, the merging of his personality with them, produced this universal scholar- 
personality. 


But this attempted portrait of the great man would remain too colorless and one sided if 
it did not include mention not only of his great intellectual gifts but also of his imaginative and 
artistic side. He knew and used to relate Arabic fairy tales like a professional story teller; he 
knew, too, countless anecdotes which in his vivid retelling were transformed into fairy tales. 
His love of plants and flowers he owed in the first instance to the inspiration of the great : 
botanist Georg Schweinfurth, who was a personal friend of his. He was likewise a connoisseur 
and collector of oriental carpets, on which he was considered an expert not only by merchants 
and amateurs but by directors of museums. He also had a wide knowledge and deep under- 
standing of Persian, Arabie and Coptic art. 


His house was a place of refuge to all exiles from Europe, to whom he was always ready 
to give both advice and practical help. It was also a center for scholars from all parts of the 
world. In the last months of his life, orientalists from Russia and students of Medical History 
from the United States of America were meeting under his roof, so that, while his home was 
an intellectual center for ethnographers, orientalists, botanists, egyptologists and research scholars 
of every kind, he himself was unconsciously a mediator between East and West. 


What lent his personality its tremendous attraction was that the development of his great 
intellectual powers went side by side with deep human sympathy. His creative power, linked 
with his goodness of heart, gave him harmony and universality. And with all this he combined 
a modesty that was truly touching. 


As an oculist Dr. Meyerhof had been for decades in Egypt an almost symbolical figure 
whose name had become synonymous with the recovering of sight to the blind. He will be 
mourned by his countless patients and also by his friends and fellow scholars all over the world. 


Prof. Dr. Hugo Picard, 
Cairo, Egypt. 











Editorials 





Reflections Following Victory 


EK rejoice in one of the imme- 
diate results of the recent cessa- 


tion of the tragic military 
struggle. With restrictions on travel 
and the holding of meetings almost 
eliminated, surgeons from all over the 
United States can again come together 
for fellowship and exchange of ideas. 
Accordingly, the Tenth Annual (Vic- 
tory) Assembly of the United States 
Chapter of the International College of 
Surgeons will be held in Washington, 
D. C., on December 6, 7 and 8, 1945. 

It is significant that this meeting is 
to be held in Washington. Not only is 
this city the capital of the United States, 
and hence an ideal place for discussion 
of matters of national and international 
concern, but it is the city of incorpora- 
tion of the International College of Sur- 
geons (founded in Geneva, Switzerland, 
in 1935). 

With the leadership of Dr. Herbert 
Acuff, the President of the United States 
Chapter of the College, and Dr. Custis 
Lee Hall, of Washington, the General 
Chairman, coupled with the efficient co- 
operation of the various committee 
chairmen, this scientific assembly will 
yield much that is worth while. 


* * * 


We are heartened by the opportunity 
to hold this meeting. We are pleased 
that we shall have with us some of our 
members already released from military 
service. We are glad that in some ways, 
in some places, the restrictions and in- 





conveniences imposed by the war are 
over. We are delighted because the 
actual dangers of war are over for the 
members of the armed forces of many 
nations. We are happy because the suf- 
fering of civilians in some parts of the 
world has already been eased, and that 
there is opportunity to bring relief to 
others. Let us hope that the scientific 
discoveries made in wartime can now 
be put to constructive use, and that the 
gradual return of surgeons and other 
professional men from the military serv- 
ices will release more manpower for 
constructive work. Let us, from a per- 
sonal standpoint, be stimulated to re- 
newed activity because we have an 
organization of international integration 
to help us in our planning. 
* * * 


In this hour of glad tiding let us, 
nevertheless, not forget the gloomy con- 
ditions still present in the world which 
are disheartening, or our responsibilities 
toward the peoples of the world and 
toward the civilization of the future. 
Let us not forget that in many countries 
children have been so weakened by 
physical exposure and lack of food, and 
by mental and emotional stress, that 
only by a miracle of humanitarian sci- 
ence can they become normal adults and 
useful citizens. Let us not forget that 
the education of young people all over 
the world has been so interrupted and 
handicapped that unless prompt and 
energetic action is taken a future gen- 
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eration may have a serious shortage of 
well trained scientists. Let us not forget 
that the hardships and inconveniences 
experienced by individual countries may 
bring forth outbursts of nationalistic 
desire to seek economic and physical 
security and benefits for themselves first 
and foremost, and in the struggle for 
attainment forget, perhaps, that this can 
no longer be a world with segmental 
isolation, that integrated effort is neces- 
sary for the welfare of all. We must be 
mindful that unless all thinking people 
of all professions combat these tend- 
encies to isolation and selfishness one of 
the causes of the war may be quickly 
renewed. 
* * * 

The United States Chapter of the 
International College of Surgeons is 
the largest unit of an international 
organization. To them, composed of 


Americans, the challenge to counteract 
nefarious ‘‘isms’’ and intolerances in 
their ‘‘incubation period,’’ and, yes, de- 
stroy them, if need be, is real and beckon- 
ing. All men of medicine are conversant 
with the aberrant and destructive func- 


tions of certain neoplastic cells. They 
know their potentialities for evil and 
dangers to normal life, and they know 
the cure. This holds true whether a 
single cell or myriads are affected and 
on the rampage. Americans have never 
lost a war, and when finally convinced 
of the justness of a cause they can and 
will resolutely conquer any and all evils 


EDITORIALS 


besetting a diseased world. Their influ-- 


ence for good is historic. After the 
Victory Assembly in Washington, our 
leaders and constituents will, in March 
1946, take advantage of the Interna- 
tional Assembly in Lima, Peru, at the 
invitation of the Peruvian Government, 
and under the leadership of the distin- 
guished Dr. Francisco Grana. We look 
forward at that time to an interchange 
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of thought between representative sur- 
geons from all over the world. The 
spirit of the Assembly will be aided hy 
the sympathetic attitude of the great 
Peruvian government, under whose 
sponsorship the Assembly will be held. 
This international assembly should play 
an important part in establishing sound 
and cooperative international relations 
among surgeons. 

The Tenth Annual Assembly of the 
United States Chapter must do _ its 
share in this movement, as well as play 
a specific part in helping to solve the 
concrete problems presented by the 
world of today and the world of tomor- 
row. It must be more than a meeting 
of surgeons of the United States to 
listen to presentations of scientific re- 
ports by surgeons of note. Its fellow- 
ship must be more than an interchange 
of cordialities and ideas between indi- 
viduals who come to the same lecture 
hall or banquet room. Reports of the 
latest scientific developments can be 
read in medical and surgical journals; 
congenial people can be found in any 
gathering, national or local. This must 
be more than another meeting, just as 
the International College of Surgeons 
is more than a surgical society. 

In this conclave there will be a re- 
affirmation of the desire of the members 
to extend a helping hand to their less 
fortunate brother surgeons. They must 
subscribe to the blotting out for all time 
of the possibility of other ‘‘Belsen 
beasts’’ and their degreed henchmen; 
they must make their voices of resent- 
ment heard in unison on physical and 
mental atrocities perpetrated on human 
beings. One finds it impossible to 
discover the reason for the mental 
gymnastics performed by those who 
squander fortunes in money and in 
publicity so that the world may see their 
crocodile tears over ‘‘vivisection’’ yet 


| 
A 








J. INTERNAT. 
COLL, SURG. 


whose voices are complacently silent on 
the subject of the atrocities visited by 
some men on their helpless fellows. 
American civilization, American man- 
hood and American sense of justice all 
revolt at this grotesque discrepancy. 
Americans will never permit a laissez 
faire attitude—Yes, the American hearts 
that beat in the chests of those men on 
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Corregidor will reaffirm their determi- 
nation that it shall never happen again. 


* * * 


In some way the Victory Assembly of 
the United States Chapter must be an 
active expression of the purposes of the 
College and of the universal humani- 
tarian aims of world-minded surgeon- 
citizens. Max THOREK 


Vistas Before Us 


EN of science in every land wel- 
M come the dawn of peace. The 

clouds of war appear to be lift- 
ing from the horizon of the future. 
Social and political tyranny is in the 
process of being suppressed in every 
country where freedom of thought and 
action is the basic ideology. May the day 
never return when fine young men and 
women born with a hope for usefulness 
in a world of opportunity have their 
lives terminated prematurely by the 
ravages and atrocities of war! 

The innate desire for freedom in the 
hearts of the millions of every tongue 
and race as much as the prowess of men 
and material resources must be given 
credit for victory. 

Space and time have been annihilated 
by modern methods of transportation. 

Men returning to American shores 
think kindly of their allies in Britain, 
in Russia, in the countries of sup- 
pressed Europe, in Australia, in China, 
in India, in South and Central Amer- 
ica, in Mexico and in the Dominion 
of Canada. Thus an international amity 
among millions of citizens as well as 
among the heads of nations is being 
created, which, it is hoped, may grow 
as an influence for peace as well as a 
barrier against war. 





Ten years ago in the historic city of 
Geneva, Switzerland, the International 
College of Surgeons was founded. In 
a world then in peace, the founders of 
that organization visualized the day 
when the tranquility of nations might 
be precipitated into the chaos of war, 
when trained surgeons would be needed 
both at home and with the military 
forces. When the war came, with its 
demands for surgeons, the College was 
well entrenched, with members and 
chapters throughout the world. Mem- 
bers of the College both in the United 
States and in other countries have held 
positions of responsibility and leader- 
ship in the medical services of the armed 
forces. 

The International College of Surgeons 
is a teaching organization. It is global 
in scope and influence. It is not in com- 
petition with any existing organization 
or society of surgeons; rather it would 
reach out the hand of scientific fellow- 
ship to surgeons all over the world and 
to national surgical organizations, and 
bid them join in the greater interna- 
tional march of industry, commerce, the 
arts, transportation, law, and alliances 
for world peace. For nearly a century 
surgeons everywhere have striven for a 
common goal in the restoration of nor- 
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mal physiologic functions of mankind. 
Now more than ever there is oppor- 
tunity for scientific exchange of ideas 
and methods of elective procedure. The 
surgeons returning home from the war 
fronts of the world have mingled with 
professional confréres of other lands, 
have admired them, have been inspired 
by their work and have a strong desire 
to keep an international relationship 
with them. This is as it should be. 
This is a golden opportunity for the 
International College of Surgeons to 
carry the torch of science and friendship 
throughout the world; to cement the 
gains thus far realized and continue to 
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the full realization of the ideals of its 
founders. 

It is perhaps not extravagant to hope 
that within two or three decades the 
majority of qualified surgeons who can 
meet the requirements of the Interna- 
tional College of Surgeons will be en- 
rolled under its banner of many flags, 
talking in many tongues but all speaking 
the common language of science with 
one purpose—a desire to maintain peace 
in the world and to alleviate suffering 
for all humanity. 

Hersert Acurr, 
President, United States Chapter, 
International College of Surgeons. 








CORRECTION 
On page 366 of the July-August issue, the last paragraph of the 





review of Miriam Bredow’s ‘‘Handbook for the Medical Secretary”’ 
should have been transposed downward, for it is really the intro- 
ductory paragraph of the review of Louis J. Regan’s ‘‘ Medical 
Malpractice. ’’ 











UNITED STATES MEMBERS DISCHARGED FROM 
MILITARY SERVICE 


It will be greatly appreciated if members of the United States 
Chapter who have been in military service and are discharged will 
notify the Business Secretary promptly of their return to civilian 
status and send him a correct address. 
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The importance of the use of autogenous bone for the purpose of stimulating osteogenesis 
and obtaining union in the treatment of fractures where healing is delayed or pseudarthrosis 
has occurred has been emphasized by many orthopedic surgeons. Technics have varied, and 
each qualified operator has developed his own preference for the onlay, inlay, osteoperiosteal 
or intramedullary graft. Methods of obtaining immobilization while the graft and the fracture 
were uniting have also varied widely. 


In his Bone Grafting in the Treatment of Fractures,! Armstrong describes the methods 
which he himself has used with success. He emphasizes the importance of: (1) close and 
stable contact of large areas of bone on the graft and the host; (2) secure mechanical fixation 
of the graft and fracture; (3) removal of fibrous tissue and sclerotic bone from the fracture sur- 
faces before grafting; (4) accurate apposition and alignment of fragments of the host bone; 
(5) restoration (as nearly as possible) of the architecture of the reconstructed bone at the 


conclusion of the operation to as near normal as possible. 


Armstrong has preferred to use large full thickness onlay grafts, and in most of the cases 
illustrated he has maintained accurate apposition of the graft by means of metal screws. 
The technics described and illustrated are logical, and the principles outlined will be acceptable 
to most surgeons trained in the disciplines of bone and joint surgery. The illustrations are 
well selected and demonstrate both the methods and the results that can be obtained. This book 
will be of interest to all who treat old ununited or malunited fractures. 


Few physicians realize the magnitude of the contributions of men of their profession to 
poetry. Poet Physicians,? compiled by Mary Lou McDonough, contains gems gleaned from 
the literature over a long span, from 750 A.D. to the present. 


Most of the poetry is not unusual, being written mostly as an outlet for overstrained emo- 
tions, and as often as not during a ‘‘night watch’’ by the bedside of some patient. But along 
with the lighter verse one finds bits from Tobias Smollett, Oliver Goldsmith, Johann Schiller 
(friend of Goethe), John Keats, Oliver Wendell Holmes and Havelock Ellis, and the unfor- 
gettable ‘‘In Flanders’ Fields’? of John McCrae. In the lighter vein there are contributions 
from such contemporaries as Victor Robinson and Temple Fay. 


The poetry of all the writers is characterized by the keen observation which one expects 
of men of science, and remarkably often by a humorous philosophy which one does not expect. 


Nitrous Oxide-Oxygen Anesthesia? by F. W. Clement, is an interesting and timely 
volume. The rapid strides in specialization and the progress in anesthesia make this book an 
important contribution. It is heartening to thumb through its pages and find deductions based 
on the physiology of respiration and research in this particular field. 








1 Bone-Grafting in the Treatment of Fractures. J. R. Armstrong, M.D., M.Ch., F.R.C.S. 
A William Wood Book, The Williams and Wilkins Company, Baltimore, 1945. Price $7.00. 

2 Poet Physicians. An Anthology of Medical Poetry Written by Physicians. Compiled by 
Mary Lou McDonough. Charles C. Thomas, Springfield, Illinois, 1945. 

8 Nitrous Oxide-Oxygen Anesthesia: McKesson-Clement Viewpoint and Technique. Major 
F. W. Clement, M.C., A.U.S. Second edition, thoroughly revised. Lea & Febiger, Philadel- 


phia, 1945. 
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The essential features of the book have not been altered in the second edition, except in a 
more profound study of the details. The concept of the physiology of nitrous oxide-oxygen 
anesthesia is dealt with in greater detail, and the technic of administration is exceptionally well 
presented. Above all, the guideposts and pitfalls associated with prolonged oxygen deficiency 
are aptly presented. One will find a description of the mechanism and treatment of shock, and 
of the role of carbon dioxide and of the sinoaortic areas in the compensatory reflex mechanism 
which protects the body in the presence of lowered oxygen intake. The fundamentals of this 
type of anesthesia have changed not at all. The admonition against persons who put patients to 
! sleep without a thorough knowledge of physiology, pharmaceutics and chemistry as related to 
| surgical anesthesia is timely. Such persons are a menace. They are merely technicians who 
: induce sleep. Without knowledge of the fundamentals underlying the art and science of anes- 
thesia, no one should be permitted to give an anesthetic except in dire emergencies. 


Since an integration of anesthesiology is so important, this volume is warmly recommended 
to the student in surgery, to the intern, and particularly to the person who aspires to become an 
anesthetist. 


Up to the present time too little attention has been given to the constitutional or genetic 
standpoint in both general and specialized practice of medicine, particularly in clinical endo- 
‘erinology. Constitution and Disease,* by Julius Bauer, renowned clinical teacher in the field 
of applied constitutional pathology, familiarizes the reader with the principles of ‘‘ constitutional 
thinking’’ at the patient’s bedside and shows convincingly how much can be gained in diagnostic 
analysis as well as in therapy by interpreting clinical syndromes with a constitutional approach 
to biologic problems. 





Constitution is not a physical entity, but a panel and plan of the total set-up of the indi- 
vidual personality. Exogenous factors should not be overlooked. In fact, the interaction 
between the individual and the environment is continuous from the germinal beginning to the 
end of life, and it is mutual; each affects and modifies the other. Espécially in nervous dis- 
orders, endocrine diseases, allergic conditions, metabolic disturbances and diseases of the hemo- 
poietic system, but also in essential hypertension, arthritism, peptic ulcer and cancer, biologic 
inferiority of the respective organ system may act as the determining factor for the develop- 
ment of the actual disease. 


In calling attention to the intricate organization of the human individual and the fine 
mechanism of regulation, exercised mainly by the integrative functions of the endocrine and 
the nervous system, the author teaches physicians to be modest and more reluctant to inter- 
fere with the precise working of the living machine without necessity. In respecting the indi- 
vidual constitution and reaction one will avoid many pitfalls and errors in therapy. 


The book fulfils what the author had in mind: to stimulate medical thinking and critical 
sense in evaluating old and new, actual and apparent facts in medicine. And it contributes to 
the ultimate aim of medicine: to cure sometimes, to relieve often and to comfort always. 





Although the war is over, and the personal experience of the authors goes back to World 
War I, Strecker and Appel’s Psychiatry in Modern Warfare ® is well worth reading because 
of its intelligent approach to the essential psychiatric problems and its frank criticism of short- 
comings in dealing with these problems. Psychiatry in general has kept too aloof from edu- 


4 Constitution and Disease. Julius Bauer. Second edition. Pp. 247. Grune and Stratton, 
New York, 1945. Price $4.00. 

5 Psychiatry in Modern Warfare. By Edward A. Strecker and Kenneth E. Appel. Pp. 88. 
The Macmillan Company, New York, 1945. Price $1.50. 
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-eation. Psychiatrists. have shown a lamentable lack of interest in social psychiatry and 
sociology. ‘‘Many generations will have to pay for the huge neuropsychiatric morbidity rate 
of this war, if not in blood, certainly in sweat, tears and money. Complacency, apathy, isola- 
tionistic psychology have contributed. Psychiatrists and the military were not alone responsible. 
Unfortunately they reflected the temper of the people instead of assuming leadership.’’ 


Neuropsychiatric battle casualties in World War I were of the proportion of 1 to 7 of the 
total; in World War II, 1 to 3, or roughly 30 per cent. In World War I the common neurosis 
was conversion hysteria. In World War II the preponderant psychoneuroses are anxiety reac- 
tions. Effort syndromes have decreased, while gastrointestinal disorders have increased. The 
present war, which was fought in the stratosphere, in the depths of the sea, in the arctic wastes 
and in the tropical jungles, with war machines of unprecedented destructive power, of tremen- 
dous speed and without any zones of security even in the rear, demanded constant vigilance 
without relaxation, and accounted for greater tension, unrelievable anticipation and increased 
fear. 


There seems to be a better preparedness with regard to the psychologic readjustment 
problems of the returning soldier, and here the authors give valuable contributions to the under- 
standing of the returnee and practical suggestions for an attempt to adjust him emotionally, 
socially, occupationally, culturally and spiritually. It should be borne in mind that the vast 
majority of military neuropsychiatric diagnoses do not signify an incapacity to become an effec- 
tive worker and a social success. 


The well known author Arthur Weil, in his Textbook of Neuropathology,® presents an 
excellent review of the present stage of our knowledge in neuropathology, and by his criti- 
eal discussion of the many unsolved problems with regard to the etiology of nervous diseases he 
gives a valuable contribution to its clarification. Since neuropathology is no longer merely 
histopathology, and the microscope is no longer the only tool at one’s disposal for study of dis- 
ease processes, the newest chemical and physiologic data are taken into account, and the results 
of the investigation of vitamin deficiencies and of the study of the different shock treatments 
as well as the experiences with virus infection and experimental tumor production are 
incorporated. 


Especially instructive is the chapter about tumors. His classification of brain tumors allows 
a better understanding of this subject, with its generally confusing nomenclature. As far as 
the different conflicting theories regarding tumor growth are concerned, the author’s own experi- 
mental studies with implantation of chemical substances in animal brains give strong support to 
the chemical and toxie theory. ‘‘Each cell is potentially neoplastic and forms its adequate 
tumor under the stimulating influence of the proper chemical substance.’’ 


Two hundred and eighty-seven illustrations and an appendix describing a standard nec- 
ropsy and the best staining methods enhance the didactic value of the book. 


® Textbook of Neuropathology. Arthur Weil. Second edition. Pp. 356. Grune and Strat- 
ton, New York, 1945. Price $5.50. 
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NEWS AND ANNOUNCEMENTS 








GENERAL 


Pan-American Congress of Ophthalmol- 
ogy.—The Second Pan-American Congress 
of Ophthalmology will be held in Montevideo, 
Uruguay, Nov. 26 to Dec. 1, 1945. Meetings 
will be held in the Municipal Hotel Miramar 
on Carrasco Beach. 


Pan-American Congress of Otolaryngology 
Postponed.—The Pan-American Congress of 
Otolaryngology and Broncho-Esophagology 
has been postponed until the year 1946. The 
American Academy of Ophthalmology and 
Otolaryngology is preparing a directory of 
otorhinolaryngologists in the Americas, which 
will include the names and addresses of the 
qualified specialists in the various countries 
of North, Central and South America and 
also a list of the societies of otorhinalaryngol- 
ogy, with their present officers, the journals 
of this specialty, with their editors in chief, 
and the faculties of medicine which have 
chairs of otorhinolaryngology, with the names 
of the present incumbents. 


Latin American Physicians Assist in 
UNRRA Program.—Eight physicians from 
Colombia and five from Venezuela have come 
to UNRRA to work on its program of medical 
and health assistance in the liberated areas of 
Europe. The doctors went to the UNRRA 
training center at the University of Maryland 
for a two week orientation course before leav- 
ing for overseas. From Colombia are Drs. 
Hector Acevedo, Bogota; Gustavo Gomez- 
Hurtado, Bogota; Alfonso Gomez, Bogota; 
Jorge Jimenez, Bogota; Ganzalo Montes, 
Bogota; Gerardo Paz, Popayan; Carlos Quin- 
tero Hernandez, Barranquilla, and Alvaro 
Ujueta, Bogota. From Venezuela are Drs. 
Imelda Campo, Caracas; Victor Estaba 
Acuna, Caracas; Juan Alberto Gambus, Mai- 
quetia; Francisco Emilio Rodriguez, Barqui- 
simeto, and Claudio G. Vargas Mendoza, 
Tovar Estado Merida. The Colombians and 
Venezuelans are the fourth group of doctors 
to come to UNRRA for European service. 
Nine Cuban doctors have left for overseas, 
eleven Mexican doctors are now at the train- 
ing center and Brazil is sending a group 





directly to Reading, England. The doctors 
will be part of the 450 teams working at dis- 
placed persons assembly centers. 


Sir Alexander Fleming Honored in France. 
—Sir Alexander Fleming, the discoverer of 
penicillin, has been made a Commander of 
the Legion of Honor in Paris, France. 


Pan-American League for Study and Con- 
trol of Rheumatic Diseases.—The Pan-Ameri- 
ean League for the Study and Control of 
Rheumatic Diseases was recently established. 
Representatives include Argentina, Brazil, 
Canada, Chile, Mexico, Paraguay, Peru, Uru- 
guay and the United States. The officers are 
as follows: president, Dr. Ralph Pemberton, 
Philadelphia, Pa., U. 8. A.; vice president, 
Dr. Anibal Ruiz-Moreno, Buenos Aires, Ar- 
gentina; secretary, Dr. Loring T. Swaim, 
Boston, Mass., U. 8S. A.; treasurer, Dr. Fer- 
nando Herrera Ramos, Montevideo, Uruguay. 
The objectives of the league are to strengthen 
cultural bonds between the countries, to 
further efforts to alleviate suffering from 
rheumatic diseases and institute preventive 
measures, to compile and disseminate knowl- 
edge and information regarding rheumatism 
in the respective countries, to unify the 
nomenclature and_ classification, to pro- 
mote scientific investigation and to hold 
pan-American congresses on the rheumatic 
diseases. 


Dr. Daniel B. Kirby of United States Gives 
Course in Operative Technic in Mexico.—The 
Mexican Ophthalmological Society and the 
University of Mexico sponsored a one week 
course in operative technic by Dr. Daniel B. 
Kirby. The course consisted of lectures and 
demonstration of operations for cataract, 
glaucoma, ptosis, strabismus and other ocular 
conditions. In recognition of Dr. Kirby’s 
teaching work the University of Mexico 
appointed him Extraordinary Professor of 
Ophthalmology. 


Dr. Zavalia (of Argentina) in United 
States—Dr. Alberto Urrets Zavalia, Pro- 
fessor of Ophthalmology at the University of 
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Cordoba, Argentina, has paid a visit to hos- 
pitals and clinics in the United States. He 
visited Dr. Kronfeld’s clinic in Chicago and 
the Eye Clinie at the Medical Center in New 
York. 


British and French Offer Graduate Courses 
to Medical Army Officers.*—In the first three 
months of a program of medical and surgical 
retraining for civilian practice, more than 300 
army medical officers have attended six of the 
leading medical schools in England and 
France since June. In addition many officers 
have been placed by the Information and 
Edueation Division in Europe and the Office 
of the Chief Surgeon in numerous hospitals 
and clinics to observe British and French 
methods. 

One of the English schools selected by the 
Office of the Chief Surgeon for a continuous 
program of observation and study is the 
British Post-Graduate Medical School of the 
University of London. At the Post-Graduate 
School medical officers take a six week course 
in which they attend classes conducted by 
leading physicians and surgeons of England, 
make ward rounds as observers and observe 
in the clinies and operating theater. 

At the Hammersmith Hospital, which is co- 
operating with the University of London, 
classes are held by the Post-Graduate School 
in pathology, in general surgery and in ob- 
stetrics and gynecology. Two other hospitals 
in London are used by medical officers at the 
school, although they are not regularly used 
by the University of London. These hospitals 
are the Chelsea Hospital for Women and 
Queen Charlotte’s Maternity Hospital. 

There are courses in neurology at the Na- 
tional Hospital for Nervous Diseases, London, 
in psychiatry at the York Clinie of Guy’s 
Hospital, London, and at the Sutton Emer- 
gency Hospital, Sutton, Surrey, and in ortho- 
pedies at Queen Mary’s Hospital, London. 

Courses are being conducted at Oxford Uni- 
versity, the Royal Army Medical College and 
Liverpool University Medical School, while 
other courses will be offered at other times in 
additional schools. 

In France the Information and Education 
Division placed thirty-five medical officers 
the Faculté de Médecine of the University of 
Paris as observers in clinical research, diag- 
nosis and surgery in eight hospitals in the 


*From Medicine and the War, J.A.M.A. 129:248 
(Sept. 15) 1945. 
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Paris area. Hospitals being used for these 
studies in neurology, psychiatry, gynecology 
and obstetrics are the Clinique Baudeloque, 
Hopital Broeca, Hopital de la Pitié, Asile 
Sante-Anne, Hospice de la Salpétriére, Clin- 
ique Tarnier, H6pital de Vaugirard and La 
Maternité. 


Dr. Zamora (Bolivia) in St. Louis.—Dr. 
Mario Michel Zamora, of Bolivia, is now 
working under Dr. Roland Klemme in St. 
Louis, under the plan of the International 
College of Surgeons whereby younger sur- 
geons are enabled to study and gain experi- 
ee with men established in their special 
elds. 


French Radiologists Request Reprints.— 
Radiologists in France will appreciate it if 
radiologists in the United States will send 
them reprints of articles published since 1939 
on radiology (diagnostic), roentgen therapy, 
radium therapy and neutron therapy, elec- 
trology and ecancerology. The appeal was sent 
to Dr. Ursus V. Portmann, Cleveland, Ohio, 
by Dr. Robert Coliez, president of the Hos- 
pital Radiologists of Paris. Reprints should 
be sent to Dr. Coliez at 25 Rue Franklin, 
Paris, xviéme, France. 


DENMARK AND NORWAY 


Status of Science in Denmark and Nor- 
way.—A recent visit of a representative of 
the Royal Society of London, England, to 
Denmark and Norway revealed the follow- 
ing conditions, as reported in The Times 
(London) : * 

‘*Seience in Denmark has not suffered as 
badly as in most countries occupied by the 
Germans. Until the autumn of 1943 the in- 
vaders were on their best behavior, but at 
that time the Gestapo became active and stu- 
dents ceased to attend the colleges. Professor 
Rehberg, the zoologist, was brutally mis- 
handled by the Germans for lack of coopera- 
tion, and he and a good many other men of 
science were imprisoned, but escaped when 
the prison was very skillfully bombed by us. 
Research, however, continued in the labora- 
tories which were not despoiled, and much 
excellent work has been published in the 
Proceedings of the academy. 

‘Food is in good supply and the generous 
Danes have done and are doing sterling work 


* Quoted from Science 102:170, 1945. 
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in collecting food for Norway and Holland. 
Their chief scientific need is books and jour- 
nals, and English text-books for students. To 
show how quickly the Danes have been able 
to establish themselves, they are contemplat- 
ing an expedition next year for marine bio- 
logical investigation, a subject in which they 
have high traditions, off the west coast of 
Africa. They already have a ship and funds. 
They trust that our authorities will facilitate 
the work, in which they will gladly welcome 
the aid of the British biologists. 

‘“Norway has suffered much more than Den- 
mark. The president of the academy, Pro- 
fessor Bull, was three years in a concentration 
camp: the scientific laboratories have been 
stripped of apparatus and the departments 
closed. In consequence, little scientific work 
has been carried out during the war and the 
Norwegians are having great difficulty in 
getting their courses started again. Medicine 
in Norway attained, before the war, a very 
high standard, and it is most desirable that 
medical instruction should get under way as 
soon as possible. The Danes are taking a 
large number of Norwegian medical students, 
and Norway is anxious that some of her best 
post-graduate students should study in Eng- 
land. These men are ready to come now and 
there are very real reasons why we should 
help. Norway’s geologists are anxious to serve 
for a period in our surveys abroad and her 
oceanographers and biologists would gladly 
take part in our expeditions.’’ 


ARGENTINA 


Dental Care for Children Obligatory.— 
Dental care for children of school age and 
adolescence is obligatory in Argentina. On 
entering school children have a dental exami- 
nation, the results of which are recorded and 
kept on file. The examinations are repeated 
periodically. The parents are notified when 
the children require dental care, which can be 
given by the family dentist or free in the 
dental national centers. Parents who break 
the law are fined. Teachers may be penalized 
with a fine. Repeated infraction is punished 
with temporary closure of the school if private 
or with discharge of the teacher if the school 
is operated by the government. 


Report of Treatments for Cancer Re- 
quired.—A law was recently passed requir- 
ing that all reports of the use of drugs or 
treatments for curing cancer should be made 
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to the National Department of Public Health 
before being published. The law was based 
on the harm which may result to laymen from 
neglecting cancer while taking a useless treat- 
ment. The authorities of public health all 
through the country have given radio lectures 
discussing the scientific treatment of cancer 
and advising people to stay away from 
charlatans. 


ENGLAND 


Pen Picture of New Fellow, Alfred George 
Timbrell Fisher, M.C.Mb., Ch.B., F.R.C.S. 
(Eng.), F.1.C.8.—Alfred George Timbrell 
Fisher was born in 1888. He received his 
medical education at Bristol University and 
St. Bartholomew’s Hospital, London. His 
early appointments were as senior house sur- 
geon and surgical registrar, Bristol General 
Hospital, and as chief demonstrator of anat- 
omy and lecturer on surgical anatomy at the 
University of Bristol. 

During World War I he was a major in 
the Royal Army Medical Corps and surgical 
specialist and was with a field ambulance for 
a time. He was awarded the Military Cross 
in the field for ‘‘conspicuous gallantry and 
devotion to duty.’’ 

After the war Mr. Fisher went to London 
and was appointed assistant Surgeon to the 
Dreadnought Hospital, lecturer and demon- 
strator on operative surgery to the London 
School of Clinical Medicine, Assistant to the 
Surgical Unit at University College Hospital, 
surgical specialist to the Ministry of Pen- 
sions and assistant in the orthopedic depart- 
ment of St. Bartholomew’s Hospital. 

During this period and in the subsequent 
years Mr. Fisher engaged in considerable 
original research, partly in collaboration with 
the Medical Research Council. The principal 
subjects of this research have been: (1) osteo- 
arthritis and other diseases of joints; (2) 
physiology of joints, including structure and 
functions of articular cartilage and synovial 
membrane; (3) loose bodies in joints; (4) in- 
ternal derangements of the knee and other 
joints. He has endeavored (successfully he 
hopes) to place the subject of manipulative 
surgery on a scientific basis. 

Mr. Fisher was the first to hold the high 
honor of being Hunterian Professor of the 
Royal College of Surgeons of England in suc- 
cessive years, and was also the youngest man 
to be so appointed. He has lectured all over 
the world on the subjects of his research and 
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has devised new methods of approach to the 
knee joint, which receive notice in most text- 
books on operative surgery and are performed 
by surgeons all over the world. 

He has written three standard monographs, 
one of which has reached a fourth edition and 
has had a large sale in the United States as 
well as in England. 

Mr. Fisher now practices almost exclusively 
in orthopedics. He is senior trustee of the 
Empire Rheumatism Council. He is also a 
founder member of the Executive and Scien- 
tifie Committees of the Council and assisted 
Lord Horder, the chairman, in drawing up 
the Plan for National Action in Connection 
with Rheumatism. He is chairman of the 
Nomenclature Committee of the Royal College 
of Physicians’ Committee on Rheumatic Dis- 
eases. He is on the active staff of various 
hospitals; these appointments include acting 
as orthopedic surgeon to the Order of St. John 
Clinie for Rheumatism and Other Diseases 
and to the pioneer Rheumatism Unit of the 
L.C.C. at St. Stephen’s Hospital, London. 

He is a Commander of the Order of St. 
John of Jerusalem, a corresponding member 
of the American Academy of Orthopaedic 
Surgeons, a Fellow of the Royal Society of 
Medicine and a member of the British Ortho- 
paedic Association. During the recent war 
he has continued these activities and has also 
worked as orthopedic surgeon in the govern- 
ment’s emergency medical service. 


British Medical Association Passes 50,000 
Mark.—F or the first time in its history, the 
membership of the British Medical Associa- 
tion has exceeded 50,000. On Sept. 2, 1939, 
the number was 39,121; in 1942, 41,239, and 
in July 1945, 50,032. The great increase in 
these three years seems * to have been due to 
the Beveridge scheme for a national health 
service, which threatened to convert physi- 
cians into state officials. 


BRAZIL 


Benedito Montenegro, Pioneer in Gastric 
Surgery.—In commemoration of the twen- 
tieth anniversary of the first performance of 
partial gastroduodenectomy by Prof. Benedito 
Montenegro, his friends and colleagues pub- 
lished a special number of the Revista de 
Cirurgia de Sao Paulo. 


*Letter from London correspondent, J.A.M.A. 


129:225 (Sept. 15) 1945, 
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SYRIA 


News from Dr. Altoonyan.—News has 
been received from Dr. Altoonyan, of Aleppo, 
Syria. Since his son left for military service, 
in 1940, Dr. Altoonyan has carried on the 
work of his hospital alone except for the help 
of a young Armenian assistant. 


U.S. S.R. 


Nicolai Burdenko Elected President of 
Soviet Academy of Medical Sciences.—Dr. 
Nicolai N. Burdenko has been elected Presi- 
dent of the Academy of Medical Sciences. 
During the war Dr. Burdenko performed 
many complicated neurosurgical and pulmo- 
nary operations at the front, as chief surgeon 
of the Soviet Army. He is founder and 
director of the Institute of Neurosurgery, 
head of the department of neurosurgery at 
the Post-Graduate Institute for Physicians, 
chairman of the Learned Council of the 
People’s Commissariat of Health, member of 
the Extraordinary State Commission for In- 
vestigating German Crimes and member of 
the U.S.S.R. Academy of Sciences. 


Centenary of Ilya Mechnikov’s Birth.— 
On May 15 was celebrated the centenary of 
Ilya Mechnikovy’s birth. His contributions in 
the field of comparative embryology of in- 
vertebrates are well known. A monument was 
erected in his honor, and a gold medal with 
his name is to be awarded every three years 
for the best studies in microbiology. 


UNITED STATES 


Meeting of Hudson Valley Guild.—The 
Hudson Valley Guild of the United States 
Chapter of the International College of Sur- 
geons met in St. Francis’ Hospital, Pough- 
keepsie, N. Y., on October 1. Dr. A. A. Berg, 
international president elect of the College, 
was the guest speaker. Before his scientific 
address, on ‘‘Uleerative Colitis,’? Dr. Berg 
spoke of the aims and work of the College. 
Tle emphasized the need for international 
sharing of knowledge and pointed out that 
the surgeons of the future should be diagnos- 
ticians as well as competent in surgical tech- 
nic. Dr. Max M. Simon, of Poughkeepsie, is 
president of the Hudson Valley Guild. 


Educational Program to Commemorate 
Anniversary of Discovery of X-Rays.— 
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Nov. 8, 1945 marks the fiftieth anniversary of 
the discovery of roentgen rays. The American 
‘College of Radiology will sponsor a nation- 
wide educational program during the week 
of Nov. 5 to 10, 1945, to familiarize the public 
with the importance of radiology to everyday 
health and to increase the public’s under- 
standing of the medical specialty of radiology. 


New Medical Journals.—A quarterly jour- 
nal is to be published by the Gerontological 
Society, Inc. The editor in chief is Dr. Robert 
A. Moore, Washington University School of 
Medicine, St. Louis, Mo., and the first number 
will appear in the first quarter of 1946. The 
publisher is Charles C. Thomas, Springfield, 
Tl. The journal will contain articles on vari- 
out aspects of the problems of aging and the 
care of the aged. 

Another new journal recently announced is 
Blood: The Journal of Hematology, to be pub- 
lished by Grune and Stratton, New York. Dr. 
William Dameshek, Boston, Mass., will act as 
editor in chief, and well known hematologists 
are listed as associate, consulting and assistant 
editors. 


Anti-Vivisection Society Not Legally a 
Charity. The National Anti-Vivisection So- 
ciety claimed exemption from income tax on 
the ground that it was a body established for 
charitable purposes only. Mr. Justice Mac- 
naghten decided to the contrary, since the 
main object of the society is the total abolition 
of vivisection and it has been proved that 
discontinuance of experimentation on living 
animals would constitute a serious obstacle to 
the securing of medical knowledge. 


Lt.-Col. Charles Arnold Back in United 
States.—Lt.-Col. Charles Arnold, Secretary 
of the United States Chapter of the Interna- 
tional College of Surgeons, has returned to 
the United States. After his discharge from 
the Army, he and Mrs. Arnold expect to spend 
three or four months in the West. 


Six Projects for Improvement of Arti- 
ficial Limbs.— An intensified program for the 
improvement of artificial limbs which involves 
six separate projects will be undertaken by 
the Army in coordination with the National 
Research Council, according to an announce- 
ment by Major General Norman T. Kirk, 
Surgeon General of the Army. 


NEWS AND ANNOUNCEMENTS 





J. INTERNAT. 
COLL. SURG. 


In February 1945 the National Research 
Council through its Committee on Prosthetic 
Devices, which comprises some of the coun- 
try’s outstanding scientists, started work on 
the problem of providing better arms and legs 
for amputees. Cooperating with this com- 
mittee are the Veterans Administration, Navy, 
Army, National Bureau of Standards, Federal 
Security Agency and engineers from some of 
the nation’s top industrial concerns. 

The research activities of the Committee on 
Prosthetic Devices will continue along the 
same lines, but the Army will give further 
cooperation in certain additional phases of the 
program. The plan of Army scientists is to 
complement what is being carried on under 
the National Research Council auspices. 

The Army will conduct its research work 
at Army General Hospitals which are amputa- 
tion centers. The presence in these hospitals 
of orthopedic surgeons who are handling these 
amputation cases and the clinical evaluation 
possible under such circumstances is ex- 
pected to prove of definite value. 

The aim of both projects is the general im- 
provement in the quality of artificial limbs, 
more standardization of parts and the facilita- 
tion of production and fitting. 

The six phases of the program in which the 
Army will devote its efforts include: (1) fur- 
ther development and improvement of knee 
assembly and ankle assembly; (2) investiga- 
tion of materials for producing a cosmetic 
hand or for covering a mechanical hand; 
(3) evaluation of usefulness of plastics in 
sockets or limb sections; (4) broad study of 
metals and alloys used in fabrication of arti- 
ficial limbs; (5) investigation of fabrics and 
techniques of manufacture and fitting for 
protheses at or below the ankle; (6) produc- 
tion of a motion picture record of the Army 
amputation and prosthetic program. 

Private industry will play an important 
part in this program. The Committee on 
Prosthetic Devices of the National Research 
Council contracts with individual concerns for 
basic research, which is carried on in the 
laboratories of the company contracted. 

The government authorizes payment for all 
expenses under these contracts, and the Army 
through its amputation centers will afford 
every possible means of cooperation. An ap- 
propriation has been authorized sufficient to 
continue this Army project as long as The 
Surgeon General expects to have amputee 
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special interest to surgeons will be on display. 


at frequent and appropriate intervals. 





The latest in pharmaceuticals, surgical apparatus and instruments, medical books and products of 
Members and visitors are urged to study these exhibits during recess periods, which will be arranged 


Following are the names of the firms exhibiting and descriptive items. 








BARD-PARKER COMPANY, INC. 
Danbury, Conn. 
Booth 1 

The following products will be exhibited: Rib-Back 
Surgical Blades, Long Knife Handles for deep surgery, 
Kenewable Edge Scissors, Formaldehyde Germicide and 
instrument Containers, Transfer Forceps, Hematological 
Case for obtaining bedside blood samples, 


AMERICAN STERILIZER COMPANY 
Erie, Pa. 
Booths 2 and 3 

Demonstrations with a live model will be given on the 
Albee-Comper Kracture Table devised by Dr. Fred H. 
Albee, Optional accessories will also be demonstrated 
during the meeting to show that maximum operative 
efficiency is obtained with a minimum of surgical time 
and fatigue, 

Demonstrations of our 1075 Major Surgical Operating 
Table will also be given, 


CAMERON SURGICAL SPECIALTY 
COMPANY 
Chicago, Ill—New York, N. Y. 
Booth 4 

The Cameron Surgical Specialty Company will show 
the new Broncho-Ksophago-Laryngoscopic Set, the new 
Cavi-camera for photographing in color through gastro- 
scopes and cystoscopes, New Boilolite Transilluminators, 
Photo-Microlite and Projector. There will also be ex- 
hibited the Omniangle Flexible Gastroscope, Binocular 
Prism Loupe, Mirrolite (the new Headlite), Magniscope, 
Electro-Surgical Units, Walton P. Smith, Kastern Man- 
ager, in charge. Wastern Office 250 West 57th Street, 
New York, N. Y, 


THE TECHNICON COMPANY 
New York, N. Y. 
Booth 5 

The Technicon Company will display two instruments 
of unique interest , .. the AUTO'TECHNICON and the 
SCOPICON, 

The Autotechnicon is a machine for automatically 
processing and staining tissues in preparation for patho- 
logic diagnosis. Remarkable reductions in the time 
heretofore required for microscopic examinations make 
obsolete previous hand methods. When it is used for 
this work, the surgeon may expect a pathologic diagnosis 
routinely within twenty-four hours, 

The Scopicon is a device for the magnification pro- 
jection of the microscopic images of slides and similar 
material for simultaneous direct study by as many as ten 
observers. ... The projected image may also be cast upon 
a screen with full detail, achieving great magnifications. 
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The spectacular performance of the Scopicon is due 
not only to a brilliantly designed optical system, but also 
to the employment of a very high intensity light source, 
a pressure mercury vapor lamp which delivers a beam of 
lumens higher than any other projection lamp yet de- 
vised. Under such efficient cooling conditions, the slides 
or microscope are not harmfully effected. Such magnifi- 
cations as are projected through the oil immersion 
lens of the microscope come out clearly and intensely. 
Vrovision is also made on the machine for the incor- 
poration of a camera for lantern slides or Kodachrome 
transparencies, 

Both machines—the Autotechnicon and the Scopicon— 
will be in actual operation at all times during the 
meeting. 


MACALASTER BICKNELL COMPANY 
Cambridge, Mass. 
Booth 5A 

Presenting the FENWAL SYSTEM for intravenous 
fluids, or blood and plasma, and featuring the new 
VOUROVAC seal, a practical vacuum closure for solu- 
tions, the sterility of which, during long storage periods, 
may be constantly determined without breaking the seal. 
Kliminates waste of unused or out-dated solutions. 
Serves a secondary purpose of providing a dust proof 
seal for remaining fluid when only partial contents of a 
container is required, 


THE ALKALOL COMPANY 


Taunton, Mass. 

Booths 6 and 7 
Showing Alkalol, claimed by the manufacturer to be a 
carefully balanced alkaline saline solution. It is aqueous, 
containing no glycerine and only a trace of alcohol, 
dissolving mucus, bland, nontoxic, nonirritating. it 
is suggested for mucous membranes and irritated tis- 


sues and is a comforting, effective wet dressing used 
postoperatively, 
Also Irrigol, an alkaline, saline, slightly astringent 


recommended as a 
in charge: J. P. 
LeClair, 


powder, readily dissolved in water, 
safe, cleansing vaginal douche, etc. 
Whitters, Jr., W. J. Ford and BE. W. 


THE TOWER COMPANY, INC. 
Seattle, Wash. 
Booth 8 
The Tower Company, Iinc., is demonstrating the new 
Roger Anderson Fracture 'Table designed for orthopedic 
and general surgical work, This light but strong 
aluminum table provides for all fracture, orthopedic and 
surgical procedures: hip-nailing, skeletal and other types 
of traction, including vertical, transverse and longitudi- 
nal spinal traction, hyperextension of the spine, and 
application of all casts. The addition of a mattress 
converts it into a general surgical table, It is outstand- 
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ing for its simplicity of operation, ease of maneuver- 
ability, compactness and completeness. Also on display 
are the 1946 model Axial-aligning Fracture Keduction 
Splint and a complete line of skeletal fixation equipment 
for all types of fractures. General items of interest are 
the new Clavicle Suspension Splint, Hip-nailing Kquip- 
ment, Henry Jordan Arm Splint, Charles Bradford 
Cassette Holder, and new Smedberg Bone Drill. 


THE WM. MEYER CO. 
Chicago, Ill. 
Booths 9 and 10 

In its initial exhibit at the Tenth National Assembly, 
these forty-one year old manufacturers of medical and 
dental x-ray equipment will feature their exclusive Head 
and Specialty X-Kay Unit, which obtains standardized 
views of the head with the patient in a convenient 
sitting position. Other office and portable x-ray equip- 
ment will be included. 


J. R. SEEBRANDT MFG. COMPANY 
Kansas City, Mo. 
Booths 11 and 12 

The new Clayton Transfixion Splints are now offered 
to the medical profession by Siebrandt. These splints are 
the results of years of experimental research and devel- 
opment in collaboration with a well known orthopedic 
surgeon. 

They have many advantages over other type trans- 
fixion splints. Built of plastic, transparent to x-ray— 
simple in construction and extremely light in weight and 
have no complicated mechanism to adjust; they eliminate 
plaster cast and reduce cost and time of treatment. The 
exhibit will also include a complete line of bone instru- 
ments and fracture equipment, including the Davison 
Director for hip nailing and the Goodwin Bone Clamp, 
which simplifies the technic for open reduction when 
wiring long bone fractures, also a new type Portable 
Combination Fracture Table with X-Ray tunnel. 


THE TOWER COMPANY, INC. 
Seattle, Wash. 
Booth 13 

The Tower Company, Inc., is exhibiting Aire-lite, the 
new glass plastic bandage for waterproof casts. This 
newly developed, clinically tested bandage is made from 
fine flexible strands of Fiberglass and cellulose acetate. 
After being immersed in the Aire-lite Setting Fluid the 
bandage is wrapped on smoothly and allowed to dry. 
The Fiberglass strands assure dimensional stability and 
great strength. It is the only cast that will admit light 
and air, is buoyant in water and is all plastic. ‘The cast 
material is elastic and can be stretched as it is being 
applied, allowing for true conformation to the slightest 
deviation in contour. We cordially invite you to examine 
this material at first hand and to witness an actual 
demonstration. 


F. A. DAVIS COMPANY 
Philadelphia, Pa. 
Booth 14 

F. A. Davis Company has the privilege of presenting 
to the members of the International College of Surgeons 
and visiting surgeons two outstanding books: ‘Surgery 
of the Spinal Column” by the late Fred H. Albee, Ex- 
President of the International College of Surgeons, in 
collaboration with Harl J. Powers, M.D., and Lt. Col. 
Harold C. McDowell, M.C., A.U.S., and “The Face in 
Health and Disease” by Max Thorek, M.D., LL.D., D.SC., 
Editor in Chiet of the Journal of the International 
College of Surgeons. Many other new books of special 
interest may be leisurely examined at our booth. 


GUDEBROD BROS. SILK CO., INC. 
New York, N. Y. 
Booth 15 

An exhibit consisting of surgical sutures of the non- 
absorbable type, by the manufacturers of Champion Silk 
Sutures, made of pure Asiatic raw silk in the twisted 
and braided type, untreated; also the Serum-Proof, or 
noncapillary, type in black and white, wound on spools 
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and in ampules. Champion Silk dermal and tension 
sutures put up on cards and in ampules. Sutures pro- 
duced from the new nylon fiber. Sutures produced with 
so-called Dr. Pagenstecher celluloid coating, and the 
newest suture—Handcraft cotton suture. Other items 
to be exhibited are the Umbilical Tapes, braided, in 
various widths, in the flat, round or cord types. 


CAMERON HEARTOMETER COMPANY 
Chicago, Ill. 
Booth 16 
The Cameron Heartometer Company is showing the 
improved Heartometer, a scientific precision instrument 
for accurately recording systolic and diastolic blood 
pressures. It also furnishes a permanent graphic record 
of the pulse rate, the nervous functioning of the heart 
and the myocardial response, as well as the functioning 
of the valves. The Heartometer clearly reveals heart 
disturbances in both early and advanced stages and is 
of great value in checking the progress of medication 
and treatments. 


MEDICAL FILM GUILD 
° New York, N. Y. 
Booths 17 and 18 

Medical Film Guild emphasizes its talking papers in 
this year’s program of “Medical Films ‘That ‘Teach,.” 
Hospital and Medical Society program chairmen who 
desire educational material for their meetings find that 
Medical Film Guila’s motion picture film textbooks 
answer that important problem. ‘Through grants for 
postgraduate instruction, these films are available at no 
charge to any hospital or medical society meeting and 
to the medical services connected with the Armed Iorces 
of the United States. Exhibition is also included at no 
charge under this plan. Subjects available are: Inguinal 
Hernioplasty; Asphyxia Neonatorum; Nonoperative 
Treatment of Paranasal Sinusitis; Otitis Media in 
Pediatrics; A Clinic on Acute Mastoiditis; UOtoscopy in 
the Inflammations; A Clinic on Sigmoid Sinus Throm- 
bosis; A Clinic on Petrositis with Meningitis ; Amebiasis 
and Its Treatment; A Clinic on Otitic Purulencies; 
Pharmacology of Respiratory Stimulants; Rehabilitation 
for Parkinson’s Syndrome; Anatomy of the Har. 


ETHICON SUTURE LABORATORIES 


(Division Johnson and Johnson) 
New Brunswick, N. J. 
Booth 19 

Tantalum to Be Demonstrated. Surgical sutures made 
of the rare metal tantalum will be shown to surgeons 
who visit the Ethican Suture Laboratories’ exhibit. Other 
new special purpose sutures, shown with suaged needles, 
include those for eye, nerve and gastrointestinal surgery, 
as well as stay sutures and nylon and silk in fine gauges. 
Of special interest to urologists, gynecologists and ortho- 
pedic surgeons, as well as to general surgeons, will be 
the tubes of sterile fascia lata in strips and in sheets. 


CIBA PHARMACEUTICAL PRODUCTS 
INC. 
Summit, N. J. 
Booth 20 

Visitors are cordially invited to our exhibit, where a 
representative will answer questions regarding Ciba spe- 
cialties, and discuss in detail those particularly applicable 
to the fields of surgery—CORAMINH#H, circulatory and 
respiratory stimulant; NUPHRCAINH, local and spinal 
anesthetic of prolonged action; and J'RANSHUNTINE, 
effective antispasmodic. 


SHARP & DOHME, INC. 
Philadelphia, Pa. 
Booth 21 

Sharp & Dohme will have their display at Booth 21, 
featuring Tyrothricin Concentrate for human use, 
‘Lyovac”’ Normai Human Plasma, Sulfamerazine, “Sulfa- 
suxidine’’, ‘‘Caligesic’’ Ointment, a greaseless, anesthetic 
and analgesic ointment which possesses specific anti 
pruritic action, and “Prothricin’, a new antibiotic nasal 
decongestant. A cordial welcome awaits all visitors. 
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SCHERING CORPORATION 
Bloomfield, N. J. 
Booth 22 

Schering Corporation, in line with their policy of 
bringing out the latest in endocrine research, is featuring 
the new estrogenic product—-ESTINYL ‘lablets. 

ESTINYL, a derivative of the natural hormone alpha- 
estradiol, is most economical and is orally effective in 
dosage of 0.02 and 0.05 mg. it produces very little 
nausea and toxic side effects, 

Other Schering preparations on display will be Oreton- 
F Pellets, ORETON, ORETON-M Tablets, PROGYNON-BK, 
PRANONE, PROLUTON and CORTATE, and the diag- 
nostic products for x-ray examinations—NHU-1LOPAX and 
PRLODAX, 


WHITE LABORATORIES 
Newark, N. J. 
Booth 23 

White Laboratories, Inc., present information regard- 
ing White’s Sulfathiazole Gum—expressly formulated for 
topical chemotherapy of oropharyngeal infections. 

White’s Otomide, a new and more effective means of 
topical chemotherapy of infections of the ear, is offered 
for discussion. 

White’s ethically promoted vitamin specialties are also 
featured. 


ZIMMER MANUFACTURING CO. 
Warsaw, Ind. 
Booth 24 

Zimmer Manufacturing Company will have on display 
in Booth 24 a full line of Fracture Equipment. All sur- 
geons are especially invited to inspect the new bone 
instruments on display, including the T'wo-Speed Hand 
Drill and Screw Driver; also the improved Bone Clamps, 
Key Dual Bone Plate Outfit, Blount Knee Ketractor, 
Waugh Clamps, Crego-McCarroll ‘Traction Bow, Webb 
Bolt Fixation Set, McBride ‘Tripod-Pin ‘Traction Appa- 
ratus, Curry Hip Nail Reamer, Plaster Saw and Bush 
Walking Heel, 


MEAD JOHNSON & COMPANY 
Evansville, Ind. 
Booth 25 

“Servamus Fidem” means We Are Keeping the Faith. 
Almost every physician thinks of Mead Johnson & 
Company as the maker of Dextri-Maltose, Pablum, Oleum 
Percomorphum, and other infant diet materials—includ- 
ing the new precooked oatmeal cereal, Pabena. But 
not all physicians in other countries are aware of the 
many helpful services this progressive ee, offers 
physicians. A visit to Booth No. 25 will be time 
well spent. 


DOHO CHEMICAL COMPANY 
New York, N. Y. 
Pan American Room 
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FREDERICK STEARNS & CO. 
Detroit, Mich. 
Booth 26 


Products of interest. 


J. B. LIPPINCOTT COMPANY 
Philadelphia, Pa. 
Grand Ballroom Promenade 

Presenting a complete list of Lippincott Selected Pro- 
fessional Books, including Dr. Max ‘'Thorek’s Modern 
Surgical Technic and Surgical Wrrors and Safeguards, 
New books of significant interest: Bancroft-Murray, Sur- 
gical Treatment ot the Motor Skeletal System; Thomas 
and Haddan, Amputation Prosthesis; Groff and Houtz, 
Manual of Diagnosis and Management of Peripheral 
Nerve Injuries. Advance information on many other new 
books in active preparation. 


LEA & FEBIGER 
Philadelphia, Pa. 
Grand Ballroom Promenade 

In the grand bailroom promenade of the Maytiower 
Hotel, Lea & Febiger will exhibit among their new 
works Babcock’s Principles and Practice of Surgery, 
Donaldson’s Surgical Disorders of the Chest, Lewin on 
Backache and Sciatic Neuritis, Burch and Winsor’s 
Primer of Electrocardiography and Olkon’s Essentials 
of Neuro-psychiatry. New editions will be shown of 
Spaeth’s Ophthalmic Surgery, Comroe on Arthritis and 
Allied Conditions, Boyd’s' Pathology of Internal Diseases, 
Ivy and Curtis’ Fractures of the Jaws, Clement’s 
Nitrous Oxide-oxygen Anesthesia, Kuntz’ Autonomic 
Nervous System, Kuntz’ Textbook of Neuro-anatomy, 
Kovacs’ Klectrotherapy and Light ‘Therapy, Gray’s 

Anatomy and other standard works. 


JOURNAL OF INTERNATIONAL 
COLLEGE OF SURGEONS 
Chicago, TI. 

P Grand Ballroom Promenade 
The Journal of the International College of Surgeons 
will be distributed. Information regarding exhibits may 
be secured here. Visiting surgeons are invited to leave 
their cards if they wish to have the Journal or informa- 
tion concerning the Journal mailed to them. 


J. H. EMERSON COMPANY 
Cambridge, Mass. 
Pan American Room 


Resuscitation and hospital equipment. 
William H. Stephenson. 


Represented by 
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eases in Army General Hospitals. There have 
been about 14,000 amputees in Army General 
Hospitals in this country since the beginning 
of this war. Of this total there are now about 
8,300 amputees who are in the six amputation 
centers in Army General Hospitals. 


Five per cent of these patients are battle 
veterans who have two arms or legs or one 
arm and one leg; 9 are triple amputees and 
only 2 men have lost both hands and both 
feet. Approximately 95 per cent are men 
who have suffered the loss of only one limb. 
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Anestesia Local 


Algunos detalles indispensables para su exito 


DR. MARIO GONZALEZ ULLOA 
MEXICO, D. F., MEXICO 


ASTA finales del ano de 1941 
H hemos registrado 1,047 inter- 

venciones quirtrgicas entre las 
que quedan comprendidas desde la ex- 
tirpacién de una pequena cicatriz hasta 
la restauracién de media cara o la 
correccién de una mastoptosis. De las 
mencionadas intervenciones, 867 (82 por 
ciento) han sido hechas con anestesia 
local: es sobre la experiencia adquirida 
en esos casos, de lo que trata la presente 
nota. 

Kin todos los casos sa he utilizado el 
clorhidrato de procaina como agente 
anestésico local; de una manera siste- 
matica la concentracién de la misma es 
actualmente: para la cara, al 2 por 
ciento; para pequeiias intervenciones en 
el tronco 0 miembros, al 1 por ciento, y 
para intervenciones en grandes areas 
en el tronco, al 0.75 por ciento. 

La nutrida red nerviosa vascular de 
la cara origina un gasto anestésico de 
consideracién; las soluciones al 1 por 
ciento nos daban analgesia irregular y 
de poca duracién, en vista de lo cual 
iniciamos el uso de una solucién al 2 por 
ciento; la analgesia, en impregnacion y 
duracion, fué satisfactoria en la mayoria 
de los casos, salvo en algunos, en que 
por la larga duracién de la intervencién 
se originéd el completo desgaste de la 
analgesia; para esos casos llegamos a 
usar una solucién al 3 por ciento; la 
insensibilidad se conservaba en aproxi- 
madamente 25 por ciento mas de tiempo, 
pero observamos grandes molestias 


post-anestésicas que obligaron a sus- 
pender la concentracién citada y°con- 
tinuar el uso de la solucién al 2 por 
ciento. 

En el tronco las ramificaciones ner- 
viosas son menos compactas; al prin- 
cipio utilizibamos en las operaciones en 
areas extensas (v.gr.: en la operacién 
de la mastopexia) las soluciones al 1.50 
o 1 por ciento, pero la cantidad de 
liquido que era preciso inyectar para 
impregnar toda la extensa area opera- 
toria era tan grande (de 300 a 500 cc.) 
que comenzamos a bajar las concentra- 
ciones desde 1.5 por ciento hasta 0.5 por 
ciento; esta ultima era irregular y de 
poca duracién; en cambio la de 0.75 por 
ciento nos ha dado un resultado satis- 
factorio, y por ello hemos continuado 
regularmente su uso. 

En 841 casos (97 por ciento de esta 
serie) hemos afadido adrenalina a la 
solucién; en el 3 por ciento (26 en- 
fermos) no se ha utilizado por ser 
los pacientes hipertensos (8), sinpati- 
cotonicos (6), o por haberse utilizado 
soluciones comerciales de Novocaina 
Corbasil (12). 

La adrenalina se ha utilizado en solu- 
ciones al 1 X 100,000 (una gota de solu- 
cién de adrenalina oficinal por cada 20 
ee. de solucién anestésica). En ningin 
caso hemos observado isquemia dura- 
dera o esfacelo de los tejidos infiltrados ; 
se ha utilizado ain para mover colgajos 
pediculados, no habiendo—hasta la 
fecha—encontrado ninguna contraindi- 
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eacién. La duracién de la isquemia 
adrenalinica es menor que la analgesia 
provocada por el clorhidrato, lo que 
a nosotros nos ha parecido una ventaja, 
pues nos ha permitido cohibir cualquier 
hemorragia existente antes de dar por 
terminada la operacién ; creemos, por tal 
motivo, que la tan temida ‘‘hemorragia 
secundaria’’ post-adrenalinica no tiene 
eran fundamento, sobre todo si se hace 
una revisién cuidadosa de las heridas 
y las atenciones post-operatorias son 
adecuadas. 

Las ventajas de la anestesia local 
(comprendemos dentro de este término 
las analgesias parcelarias, local, re- 
gional, cireundante, ete.) son induda- 
bles; disminuyendo el riesgo operatorio, 
reduce de una manera notable el periodo 
de invalidez postoperatorio, suprime 
la necesidad de un individuo en el 
‘‘equipo’’ operante, reduce los gastos 
operatorios y permite una franca coope- 
racién del paciente en el acto operatorio, 
lo que para nosotros es muy conveni- 
ente porque permite observar el resul- 
tado de una restauracion plastica tanto 
en la actitud estatica como en la dina- 
mica, cosa indispensable en las opera- 
ciones de los labios, parpados, ete. 

Una cosa que notabamos con cierta 
frecuencia era que el paciente se 
aterrorizaba al saber que iba a ope- 
rarsele con anestesia local: teniamos la 
costumbre de discutir, con el enfermo, 
los detalles de su intervencién, ya que 
ello nos parecia necesario, pues tra- 
tandose de una operacion plastica, esti- 
mabamos sensato darle beligerancia. 
Hemos_ comprobado posteriormente 
nuestra falta de razon: el paciente que va 
a someterse a una intervencion plastica 
tiene un solo interés: el ver corregido 
su defecto. Actualmente charlamos con 
él a propésito del resultado, hasta po- 
nernos perfectamente de acuerdo, pero 
rara vez discutimos sobre los menesteres 
operatorios necesarios para obtenerlo; 
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asi, le aseguramos que no le molestara 
absolutamente su operacién y no le 
damos explicacién sobre la forma en 
que se hara su anestesia. 

Tenemos la impresién de que la labor 
anestésica comienza desde varios dias 
antes de la operacién y, por eso, se le 
administra al enfermo durante el perio- 
do preoperatorio una medicacién se- 
dante o hipnotica; por otra parte, se le 
procura poner en contacto con enfermos 
operados poco tiempo antes, los cuales le 
animan y le hacen ver el acto operatorio 
como algo perfectamente natural y del 
cual se sale facil y satisfactoriamente. 
Ksta ‘‘confianza por contagio’’ se ha 
mostrado verdaderamente Util para 
combatir el terror preoperatorio; ade- 
mas, tratamos de encamar al enfermo 
desde la vispera de la intervencién para 
procurarle reposo fisico y mental y un 
sueno agradable para lo cual se usan 
opiaceos y barbittricos. 

La llegada del enfermo a la sala de 
operaciones se hace de la manera mas 
grata posible, no ha de ver ningun ins- 
trumento y todo el ritual preoperatorio 
ya se habra desarrollado de antemano; 
siempre tenemos un pequefo aparato de 
radio sintonizado en una estacién que 
nos procure musica agradable y suave 
a fin de evitar el solemne y frio ambiente 
de la sala de operaciones; se acuesta al 
paciente, acomodandole cuidadosam- 
ente, y durante el tiempo de la operacién 
evitamos hablar de cosas que puedan 
sugerirle dolor o miedo, solicitando los 
instrumentos con sefias 0 signos. 

El colorido en las salas de operaciones 
parece importante; indudablemente es 
mas tranquila y agradable la estancia 
en una habitacién con colores suaves y 
hasta alegres (rosa, verde, azul, na- 
ranja) que en una con colores muertos 
(negro, gris, blanco); otro tanto puede 
decirse de la ropa de operaciones. 

En el mafiana, se da al paciente un 
desayuno ligero, consistente en un vaso 
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de jugo de fruta, una taza de cocoa y 
dos rebanadas de pan tostado con mer- 
melada. Esto evita la hipoglicemia post- 
operatoria y da sensacién de comodi- 
dad al enfermo. Poco tiempo antes de 
la intervencién, se le aplica una inyec- 
cidn del clorhidrato de dihidro-oxyco- 
deinone (eucodal) de 0.02 acompainado 
de un analéptico cardiovascular en gotas 
o en inyeccién y dos capsulas de sodium 
pentobarbitale; media hora de espera 
basta para que el paciente esté tran- 
quilamente dormido; se le transporta 
a la sala de operaciones, dormido ya, 
o en indiferente somnolencia, se toma 
su tension arterial y si no hay depresién 
sardiovascular se le aplica una nueva 
dosis de eucodal, con lo cual se aumenta 
la profundidad del suefio y puede ini- 
ciarse la intervenci6én sin que el enfermo 
se queje de ninguna de las maniobras 
que siguen. 

Manos suaves y gentiles son indispen- 
sables ahora; los movimientos bruscos 
molestan; las pinzas de forcipresion han 
quedado abolidas en nuestra sala de 
operaciones para manejar tejidos, la 
presién de ellas hace sufrir al enfermo 
y traumatiza sus tejidos. 

La infiltracién de la solucién anesté- 
sica se hace con agujas finas de punta 
muy afilada, motivo por el cual debe 
cambiarse frecuentemente las agujas de 
la sala de operaciones. Para interven- 
ciones en pequefias areas, en sitios donde 
el tejido es laxo, puede usarse la jeringa 
ordinaria. Para zonas pequefas en 
sitios donde el tejido es compacto y 
cerrado (encias, nariz, cuero cabelludo) 
es cOmodo utilizar le jeringa con aros 
de apoyo para los dedos con ajuste de 
bayoneta o del tipo americano (Becton 
Dickinson). Para inyectar la solucién en 
areas extensas, es util el empleo de la 
jeringa de doble corriente, esto ahorra 
tiempo y solucién anestésica, a cuyo 
fin empleamos la jeringa Pitkin (de 
Becton Dickinson) ordinaria o la auto- 
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matica; la solucién la preparamos en 
copas de 100 ee. agregando la adrenalina 
en esa medida y precisamente antes de 
utilizarla;*de esta manera ahorramos 
solucién, ya que si se prepara gran 
cantidad afiadida de adrenalina y no 
se utiliza, no podria usarse posterior- 
mente por la oxidacién de la misma. 
Hay ocasiones en que el uso de la 
adrenalina esta contraindicado, en tales 
casos nos ha parecido que tiene ventajas 
la produccién de ‘‘isquemia por enfria- 
miento,’’ para lo cual, desde tres horas 
antes de la intervencié aplicamos en el 
area en que se va a operar una bolsa 
de hielo (afiadido de cloruro de sodio). 
Hemos de anotar que en los tltimos 
casos operados en estas condiciones, se 
ha cambiado la concentracién de la solu- 
cién, haciéndola mas baja que la normal 
para ese caso, a pesar de lo cual la reeu- 
laridad de la analgesia se ha mantenido. 
La vasoconstriccién producida por en- 
friamiento es uniforme y por los casos 
en que la hemos utilizado tenemos la 
impresion que en su efecto y en su dura- 
cidn es muy semejante a la vasocons- 
triccién producida por la adrenalina. 
En lo futuro vamos a utilizar este medio 
fisico de isquemia local en algunas ope- 
raciones largas en las que actualmente 
usamos la concentracién de novocaina 
al 2 por ciento mas adrenalina y en las 
que por su gran duracion se tiene anal- 
gesia insuficiente en tiempo; por este 
medio creemos poder ayudar tales casos. 
La infiltraci6én anestésica la comen- 
zamos haciendo ‘‘papulas de analgesia”’ 
retiradas una de otra poco menos de la 
longitud util de la aguja, y a una dis- 
tancia relativamente grande del area 
operatoria; esto evita molestias al pa- 
ciente atin en el momento de despegar 
la piel para favorecer la movilidad de 
la misma. 
Para ahorrar tiempo en los casos en 
que habia que infiltrar grandes areas, 
hemos aprovechado una idea que reci- 
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bimos de Kirschner en su libro de téc- 
nica operatoria, donde se recomienda el 
uso de un aparato para infiltrar la anes- 
tesia a presiOn. Dicho aparato es suma- 
mente complicado, pero la idea nos 
parecié buena; para ello se usd un 
matraz con la solucién de clorhidrato 
de procaina y cargado a presién con 
biéxido de carbono; el resultado dejé 
mucho que desear ya que la presién 
disminuia a medida que entraba el 
liquido y carecia por completo de uni- 
formidad. En vista de esto se nos 
ocurrié un dispositivo que di6é un re- 
sultado mejor, pero que las ventajas 
de la jeringa de doble corriente, que 
utilizamos actualmente, nos hicieron 
abandonar. 

La anestesia local, en las concentra- 
ciones indicadas anteriormente, produce 
analgesia en un periodo que oscila entre 
sesenta y noventa minutos; con prepa- 
racion adecuada hemos Ilegado, en oca- 
siones, a la segunda hora de intervencion 
sin que el paciente muestre sefiales de 
sufrimiento, pero en otros casos, al 
llegar a ese tiempo, se inicia un periodo 
de inquietud y de franca hiperestesia 
que a veces no cede a una nueva infiltra- 
cién de procaina; para tales casos se 
inicié el uso de anestesia general por via 
intravenosa. Este método ha sido satis- 
factorio cuando lo hemos usado como 
anestesia de base para casos fuera de la 
cavidad nasal o bucal; en varias oca- 
siones en que fué usado como ‘‘anestesia 
de suplemento’’ (10) para operar en la 
cavidad nasal o oral, hubo serios fen6- 
menos de colapso respiratorio (5) que 
en tres ocasiones llegaron al sincope; 
para combatirlo, hicimos respiracién 
artificial por dos o tres minutos e inyec- 
cién Picrotoxina y de coramina por via 
intravenosa. Por tales motivos no con- 
tinuamos su uso y en su lugar aplicamos, 
a la hora media del periodo operatorio, 
una nueva inyeccién de eucodal de 0.02, 
que se repite a la media hora (si es 
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necesario), inyectando al mismo tiempo 
algiin analéptico cardiorespiratorio. El 
uso de tales dosis de morfina no origina 
ninguna molestia posterior; el paciente 
duerme tranquilo cinco o seis horas o 
aun mas después de la operacién, dis- 
minuyendo asi gran parte de los trans- 
tornos postoperatorios inmediatos. 

Uno de los inconvenientes que se le 
han achacado a la anestesia local, espe- 
cialmente en el campo de cirugia plas- 
tica, es la distorsidn que produce al 
infiltrar los tejidos; tal cosa no es un 
inconveniente si se ha tenido la precau- 
cién de marcar antes de la intervencién 
los puntos de referencia con alguna 
tinta indeleble, v.gr. solucién alcohdlica 
de verde brillante a saturacién. De esta 
manera el edema anestésico no deforma 
el Area operatoria y si ayuda, producien- 
do una zona ligeramente mas  con- 
sistente y en la cual se puede incidir 
con facilidad. 

Hasta la fecha no hemos visto ningiin 
accidente atribuible a la anestesia local; 
tales accidentes parecen deberse a la in- 
yeccion intravenosa incidental de novo- 
caina y sus caracteristicas sintomaticas 
se refieren principalmente a alteraciones 
en el centro respiratorio y en el aparato 
vaso-regulador, sobreviniendo un cua- 
dro tipico de shock, con intensa dispnea, 
palidez, opresién precordial, sudor frio, 
pulso filiforme y en ocasiones muerte. 

Como medidas de precaucién usamos 
las siguientes: (1) inyectar la solucién 
al ir avanzando la aguja (con lo cual 
cualquier pequefio vaso que se encuentra 
en el camino es rechazado por la fuerza 
de la solucién); (2) aspirar antes de 
inyectar. 

Parece ser que los barbittiricos tienen 
una accion electivamente antitoxica; la 
inyeccién intravenosa de luminal puede 
ser util afiadida de analépticos cardio- 
respiratorios y las otras medidas cura- 
tivas del shock. 

La anestesia regional se ha utilizado 
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en algunas ocasiones, especialmente en 
casos en los que la infiltracién local se 
considera dificil o molesta (v.gr. urano- 
estafilorrafia). Si la técnica para loca- 
lizar el tronco nervioso es correcta, la 
anestesia de este tipo es muy satisfac- 
toria y da un periodo analgésico de una 
hora y media o dos horas. Para estos 
casos se ha utilizado procaina al 2 por 
ciento afadida de adrenalina; reco- 
mendamos muy especialmente no in- 
yectar hasta tener la seguridad de 
‘‘tener el nervio en la punta de, la 
aguja’’ o en su proximidad, lo cual se 
sabe por la produccién de un intenso 
dolor fulgurante en el momento en que 
se toca al nervio. De no observar esta 
regla, la analgesia es irregular y no 
puede dependerse de ella ni en intensi- 
dad ni en duracion. 

Cuando es preciso conservar lo solu- 
cién de procaina por un periodo de 
tiempo largo nos ha dado buenos re- 
sultados esterilizarla, segtin el siguiente 
proceder: El agua destiliada se hace 
hervir por diez minutos, al cabo de los 
cuales se afade el clorhidrato de pro- 
caina en la cantidad necesaria y se deja 
hervir por tres minutos mas; para con- 
servarla se aptica un tapon de gasa y 
sobre él se coloca un trozo de gasa o un 
cuadrado de papel estéril, sobre el cual 
se aplica otro mayor de papel estaio 
estéril que se sostienen en sitio con 
una liga. De esta manera, la soluci6n 
puede permanecer Util por un tiempo 
indefinido. 

Los cuidados postoperatorios no dejan 
de tener importancia; sugerimos la apli- 
cacién rutinaria de apdsito compresivo, 
el cual contrarresta la tendencia de la 
herida a ‘‘aflojarse’’ en cuanto desapa- 
rece el edema. 


SUMMARY 


The author describes his experience 
in 867 operations performed with local 
anesthesia induced with procaine hydro- 
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chloride, in different concentrations 
according to the site of operation. In 
841 cases epinephrine was added to the 
anesthetic solution. This drug was not 
used for hypertensive or sympathico- 
tonic patients or with certain commer- 
cial solutions of procaine. In no case 
was lasting ischemia or gangrene of the 
infiltrated tissues noted. The dreaded 
‘‘secondary hemorrhage’’ following ad- 
ministration of epinephrine is really not 
important if careful postoperative in- 
spection of the wound is carried out and 
if postoperative care is adequate. 

The advantages of local anesthesia 
are the following: It decreases the 
operative risk, shortens the period of 
postoperative invalidity, eliminates the 
necessity for an extra person on the 
surgical team, reduces the expense of 
the operation and permits the coopera- 
tion of the patient in the surgical pro- 
cedure. The last factor is especially 
important in plastic repairs in which it 
is necessary to take into account both 
the static and the dynamic relations 
(operations on the eyelids, lips, etc.). 

A patient is frightened when he learns 
that he is going to be operated on under 
local anesthesia; for this reason the 
type of anesthesia to be used should not 
be mentioned when he is being prepared 
for the operation. The work of anes- 
thetization begins several days before 
the operation, and in the preoperative 
period the patient is given a sedative 
or hypnotic drug and in addition is 
afforded contacts with other persons 
who have recently been operated on, so 
that he may gain confidence (‘‘confi- 
dence by contagion’’). The evening be- 
fore the operation the patient is put 
to bed and a pleasant sleep is induced 
by means of opiates and barbiturates. 

It is important that every sensation 
of discomfort be eliminated for the pa- 
tient. In the morning he is given a light 
breakfast, and a little while before the 
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operation an injection of eucodal (dihy- 
drooxycodeinone hydrochloride) (0.02) 
is administered, accompanied with a 
cardiovascular analeptic and 2 capsules 
of pentobarbital sodium. It is essential 
that the operative manipulations be 
made smoothly and delicately and that 
the use of instruments like pressure 
forceps be avoided. Instruments should 
be requested by means of signs or 
signals. 

The anesthetic is introduced with very 
fine needles, and the choice of syringe 
depends on the site of the infiltration. 
The solution is prepared in quantities 
of 100 cc., with epinephrine added. One 
should not prepare an excess, since the 
solution is not resistant to oxidation. 
To save time in infiltration of large 
areas, one may make use of the principle 
of infiltration by pressure, introduced 
by Kirschner; it is better, however, to 
use a syringe with double barrel. 

In some cases the duration of the 
anesthesia has been prolonged into the 
second hour without the patient show- 
ing signs of unfavorable reaction; in 
other instances the patient begins to be 
restless and has a spell of obvious 
hyperesthesia, which sometimes does not 
yield to a new infiltration of procaine. 
In such cases one must resort to general 
anesthesia induced by the intravenous 
route. 

The author describes the disadvan- 
tages of this method of local anesthesia 
and the procedure which can be substi- 
tuted. Finally, he describes the pre- 
cautionary measures which should be 
employed with this kind of anesthesia. 


RESUME 


L’auteur nous décrit son expérience 
dans 867 cas d’anesthésie locale a |’aide 
de l’hydrochlorure de procaine employée 
en différents concentrations, selon le 
siége de l’acte opératoire. Dans 841 cas, 
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on ajouta de 1’épinéphrine a la solution 
anesthésiante. Cette drogue ne fut em- 
ployée ni chez les hypertensifs ni avec 
certaines solutions commerciales de pro- 
caine. Dans aucun cas, on ne noto ni 
une ischémie prolongée ni la gangréne 
des tissus infiltrés. I] ne survient aucune 
hémorrhagie secondaire sérieuse con- 
sécutive a l’emploi d’épinéphrine si on 
inspecte soigneusement la plaie ou 
quand les soins postopératoires de la 
plaie sont adéquats. 

Les avantages de l’anesthésie locale 
sont: 1. Le risque opératoire — est 
moindre. 2. La période d’invalidisme 
postopératoire est abrégée. 3. Il y a 
élimination d’un aide. 4. Le coat de 
l’opération est diminué. 5. La coopéra- 
tion de l’opéré est obtenue. 

Il n’est pas sage d’avertir le malade 
qu’on va employer l’anesthésie locale. 
La période de préparation du malade 
dure quelques jours. Dans cette période 
préopératoire, on donnera au malade 
des sédatifs ou des hypnotiques et on 
le mettra en contact avec d’autres 
malades qui one été récemment opérés, 
afin de lui inspirer confiance (‘‘con- 
fiance par contagion’’). La veille de 
V’opération on procurera au malade une 
bonne nuit de sommeil au moyen de la 
morphine ou des barbiturates. 

Il faut éliminer toute sensation de 
malaise chez le malade. Le jour de 
l’opération, on lui donnera un léger dé- 
jeuner; peu avant l’acte opératoire on 
lui administera une injection de eucodal 
(dihydrooxycodeinone hydrochlorure) 
accompagnée d’un analeptique cardi- 
aque at de deux capsules de sodium 
pentobarbital. Il est essential que les 
manipulations opératoires soient déli- 
cates et douces. On demandera les in- 
struments par signaux et non par 
paroles. 

L’anesthésique est introduit a l’aide 
d’une aiguille trés fine. On choisit la 
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seringue selon le siége de 1’infiltration. 
On prépare la solution en quantité de 
100 ce. avee épinephrine. La solution 
ne resiste pas a l’oxidation. Pour anes- 
thésier des régions de grande étendue, 
on peut infiltrer sous pression, d’aprés 
la méthode de Kirschner; il est préfér- 
able néanmoins d’employer une seringue 
a deux cylindres. 

Dans certains cas, l’anesthésie a été 
prolongée prés de deux. heures sans 
réactions défavorables. Dans certains 
cas le malade a une crise d’hyperes- 
thésie qui ne céde pas 4 une nouvelle 
infiltration de procaine. Dans ces cas 
"on a recours & l’anesthésie générale ob- 
tenue par voie intraveineuse. 

L’auteur décrit les désavantages de 
cette méthode d’anesthésie locale et les 
procédés qu’on peut lui substituer. I 
nous donne aussi les précautions qu’on 
doit observer quand on a recours a 
cette méthode d’anesthésie locale. 


CBon 


ABTOPp OMMCbIBaeT CBOM ONbIT B 867 one- 
palwAx MpH MeCTHOM aH9CTe3HH MpoKaH- 
HOM (procainae hydrochloridis) B pa3HbIx 
KOHUCHTpallHAX B 3aBHCHMOCTH OT MeCTa 
onepaunn. B 841 cayuaax K pacTBopy Obid 
woOaBseH alpeHamHH. Ou He ynoTpeOsAaca 
JIA THMePTeHCHBHbIX HM CHMMaTOTOHHYe- 
CKMX OOJIbHbIX HJIM Ke C HEKOTOPbIMH KOM- 
Mep¥eCKHMH pacTBOpaMM MmpoKkanHa. Hu 
pa3y He ObilJa NpH4HHeHa MpOOMMKUTEIb- 
Had HCX€MHA WJM raHrpeHa HH*UAbTPOBAaH- 
HbIX TKaHeH. IlocrosHHO Myratoulee “BTO- 
PpHuHOe KPOBOH3/MAHHe” Mocse MpHmMeHe- 
HHA ajipeHaJIMHa B JCHCTBHTeIbHOCTH He 
TaK BaXKHO, eCJM CielaH CTapaTeJIbHbIit 
NOcweonepalWOHHbIN OCMOTP PaHbl HM aH 
a3KBaTHbIN NOCIeoNepawHOHHbIM yxoOJ. 

IIpeuMyllecTBa M€CTHOHM aH9CTe3HH CJe- 
myroulwe: OHA YMeHblllaeT ONepeTHBHbIii 
PHCK, COKpalllaeT NepHor MocseoneplHoH- 
HOrO MHBaJHAM3Ma, HCKIIOUaAeT HEOOXOAH- 
MOCTb JMUIHero 4YeHa XApyprHuyeckoro Co- 
CTaBa, YMeCHbIUaeT PpacxO, WaeT BO3MOX- 
HOCTb MallMeHTy KOONepHpoBaTb B XHpyp- 
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ruyeckon padote. IlocaeqHui cbaKTop oco- 
O6eHHO BaxKeH B MNaCTHYeCKHX ONepalluAx, 
IIpH KOTOPbIX HeEOOXOAHMO IIPHHATb BO 
BHHMaHHe Kak CTaTHUHOe, TAK H AHHAMH4- 
HOe OTHOLICHHA (ONepallHH BeK, ry6 H T.Z.). 


BowbHOH OObIKHOBeHHO MyraeTca, Kora 
OH y3HaeT, YTO OH OyeT ONepHpoBaH NOX 
MeCTHOH aHecTe3Hel. Ilos3TOMy He HY2KHO 
yYNOMHHaTb- THM aHICTe3HH NOKA MallHeHT 
NOJTOTOBAAeTCA K ONepayHH. PaOota aHa- 
CTe3allHH Ha4HHaeTCA 3a HECKOJbKO HEH 
HO oOnepalHH, SObHOMY aloTCA ceaTH- 
BbI H IIOMHMO 9TOFO OH MOMELLeH B CONPH- 
KOCHOBeHHe C JPyrHMH HeaBHO OMepHpo- 
BaHHbIMH OOJIbHbIMH, TaK, YTOOLI B HEM M0- 
ABHIOCb OBepvHe (“3apa3Hoe oBepuHe,” 
confidentia per contagione). HakaHyHe one- 
pallu MaluWeHT ULeT CNaTb NO BMAHHeEM 
OapOuTypaToB HM TpenapaToB onua. 

Heo6xo2uMO MpeOTBpaTHTb BCAKOE He- 
NIpHATHOe OllyuleHHe. YTPOM aeTca Jer- 
KH 3aBTpakK H, Nepex onepaunel, yKou 
eucodal’a, 0.02 (dihydrooxycodeinone hydro- 
chloride), KapQMOBaCKyJAPHBIN aHaenTHkK 
M Be KalicioH pentobarbital sodium. One- 
PaTHBHble MaHHMyJAWHH JOJDKHbI ObITb 
POBHbIMH HW Je@JIHKaTHbIMH H HeEOOxOAMMH 
u36eraTb ynoTpeOeHHe TaKHX HHCTPyMeH- 
TOB, KaK MIpHaBJIMBaIOulve KJeMIIbI. 

PacTBop BBOAMTCA O4eHb TOHKHMH HPOd- 
KaMH. BpiOop WMpHia 3aBHCHT OT MeCTa 
HHPHIbTpauMH. PacTBOp MpHroToBeH B 
KomMyectBe 100 K.cM. a 3aTeM ZOOaBIAeTCA 
ajpeHamHH. MHoro roTOBUTb He COBeTYyeT- 
ca, TaK KaK paCTBOP OKHCJIAeTCA. 

UroObl COxXpaHHTb BpeMA IIpH HHHJIb- 
TpalHu OObwWOrO NOAA MOXKHO MPHMeHHTh 
NIPHHUMN HHPHIbTpauMH MaBeHHeM MO 
Kirshner’y ; HO 2y4lIe ynoTpeOuTb ZBOKHOK 
WMIpHu. 

B HeKOTOPbIX CJy4atX aH9CTe3HA Mpo- 
OJMKalacb BO BTOPpOH 4ac M BCe x*Ke Ma- 
WMeHT He MpOABAAN HHKaKOH HeOmaronpu- 
ATHOH peakKUHH; B Apyrux cay4aax Ooub- 
HOM WemaeTcA OecNOKOHHbIM HW MIpOABAeT 
UYBCTBUTeEbHOCTb, KOTOPad He MOMMaeTcA 
HOBO HH(*UAbTpPaluu MpoKanHoM. B TakHx 
ciyuaAtx HeoOxozuMo MmpHOernyTb K O6- 
uleH aHICTe3HH BBCJLCEHHOM HHTPaBeCHO3HbIM 
myTeM. 

ABTOp OMIMCbIBaeT HEOCTATKH 9TOH Me- 
TOMbI Me€CTHOM aH9CTe3HH HW aeT pyrue 
cnoco6pl. TakxKe OH ONHCbIBaeT Mpesynpe- 
JMTeJIbHbIe Mepbl, HEOOXOMMbIe MIpH MpH- 
MeCHCHHH 9TOTO THIMa aHICTe3HH. 
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iQuienes Introdujeron el Algodon en Cirugia? 


DR. JOSE ALCANTARA 
Ex-catedratico de Historia de la Medicina en la Universidad Nacional 
MEXICO, D. F., MEXICO 


Susruta (siglo V d. de C.), ex- 

pres6 con profundidad de pensa- 
miento, que ‘‘la mano del cirujano era 
el mejor instrumento de Ia cirugia.’’ 

La cirugia, en efecto, es la ‘‘obra o 
trabajo de la mano,’’ desde el punto 
de vista terapéutico. La mano del 
hombre .. .! Instrumento maravilloso 
con el que se han ejecutado obras gran- 
diosas, sublimes, pero también actos 
demasiado tragicos y horrendos! 

Aquel genial griego, campeon del 
finalismo, que hizo su nombre sinénimo 
de médico, Galeno (131-210), no pudo 
contener su asombro al conocer las 
maravillas que el estudio de la mano le 
revelaba y afirmdé, lleno de convenci- 
miento, que la mano probaba elocuente- 
mente la existencia de Dios. 

No obstante, si la mano es el instru- 
mento esencial del cirujano, necesita 
para realizar sus maravillas terapéu- 
ticas, de un conjunto de adyuvantes, de 
cosas auxiliares; que denominamos 
‘‘material quirtirgico’’: hierro, acero, 
telas, hule, cristal, yeso, etc., que con- 
venientemente preparados y adaptados, 
son absolutamente indispensables para 
la obra quirtirgica perfecta. 

La cirugia constituye parte integrante 
del progreso, de tal importancia que los 
adelantos de muchas industrias han 
hecho avanzar grandemente a la cirugia. 

Entre los integrantes del material 
quirirgico, el algodén absorbente es de 
una utilidad tan grande que bastaria 
suprimirlo mentalmente, para conven- 
cernos de las dificultades e imperfec- 


i célebre cirujano de la India, 





ciones que sufriria la primera y mas 
noble de todas artes: la cirugia! 

Por lo cual creo que es no solo cues- 
tidn de curiosidad, sino de elevacién 
cultural y de gratitud, interesarse por 
conocer a las personas que introdujeron 
el uso del algod6n en cirugia. 

La historia de la medicina es una 
rama enorme de la historia del pro- 
greso, por lo cual no llama mucho la 
atencion, que los historiadores, por muy 
eruditos que sean, dejen de incluir en 
sus historias ciertas cuestiones que ‘‘les 
parecen’’ secundarias. El caso es que 
yo no he podido hallar nada que se re- 
fiera a los introductores del uso del 
algod6n en cirugia, en ninguna de las 
historias de la medicina y aun de la 
cirugia, que he consultado: Garrison, 
Castiglioni, Diepgen, Graham, Leo- 
nardo, ete. 

El algodén, como sabemos, es una 
borra o pelusa blanca y muy larga, que 
envuelve las quince o veinte semillas 
que encierra una capsula; ésta consti- 
tuye el fruto de la planta malvacea de 
flores amarillas, con manchas encarna- 
das, que se llama también, algod6én, o 
mds propiamente, algodonero. LHsta 
planta es originaria de la India y su 
utilizacién industrial es muy moderna, 
representando actualmente una riqueza 
inmensa, pues el algodén es la base de 
muchas industrias, siendo una de ellas 
la preparacién del algodén hidrofilo y 
esterilizado para usos médicos! 

Un hecho que estimo cierto es el si- 
guiente: no se menciona el uso del 
algod6n, en cirugia, en libros de la anti- 
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giiedad, de la edad media, ni siquiera 
de la edad moderna. 

Lo que se empleaba en esos tiempos 
para hacer curas eran hilas y frag- 
mentos de tela de diferentes clases, que 
eran filamentos y retazos de telas y 
ropas, generalmente usadas ...!! Esto 
tenia, entre otros inconvenientes, el de 
ser infectantes y nada o muy poco ab- 
sorbentes. Los franceses denominaban 
a esos materiales de cura, ‘‘charpie,”’’ 
palabra que procede del antiguo idioma 
francés y que significa en realidad, ‘‘pe- 
daceria’’ (hacer pedacitos). Kl uso de 
estas hilas y trapos en cirugia, es anti- 
quisimo: baste decir que los menciona 
Hipdcrates (siglo V a. de C.). 

Para canalizar las fistulas y llagas 
profundas, se introducian en ellas hace- 
cillos 0 manojos de hilas torcidas entre 
si: estos eran los famosos lechinos, que 
se usaron durante siglos. Estas hilas 
atraian los liquidos patolégicos hacia el 
exterior, obrando por capilaridad. 

El uso de hilas, lechinos y trapos, con 
frecuencia sucios, empezé a abandonarse 
en la segunda mitad del siglo XIX, es 
decir, en plena edad contemporanea! 
Esto se debid precisamente al invento e 
introduccién en cirugia del algod6n 
hidro6filo. 

La informacion mas lejana y entera- 
mente seria que poseo a este respecto y 
_que pongo a disposicién de mis ilustra- 
dos colegas para su critica, es la 
siguiente : 

1 médico francés Auguste Tourainne 
presenté a la Seccién médica de la Comi- 
sidn cientifica un trabajo titulado ‘‘ Note 
sur le coton hydrophile,’’ cuyo trabajo 
aparece publicado en el periddico de esa 
seccién, 0 sea en la Gaceta médica de 
México, en el tomo I, no. 7, paginas 105- 
109, con fecha 15 de diciembre de 1864. 

Ein ese estudio, Tourainne nos dice 
que ya paso el tiempo en que se miraba 
al algodén como producto maleéfico, 
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capaz de engendrar todos los males: 
peste, carbon, fiebre amarilla, ete., y que, 
a pesar del clamor popular, los tejidos 
de algodén se han hecho de uso univer- 
sal. En cambio, cost6 mucho trabajo 
para que se aceptara en cirugia y esto 
se logré gracias a la energia y tenacidad 
de Mayor, quien hizo ver la inocuidad 
del algod6on, logrando popularizarlo en 
medicina. 

Matias Luis Mayor (1775-1846) fué 
un notable cirujano suizo, que escribid 
numerosas e interesantes obras, siendo 
particularmente conocido por su cauteri- 
zacion por medio de un martillo, mojado 
en agua hirviendo (martillo de Mayor, 
1829). 

Los enemigos del uso del algodén en 
cirugia, entre los que se contaban los 
mas distinguidos cirujanos, le repro- 
chaban a Mayor que su decantado algo- 
dén era iniutil, ya que no absorbia 
ningun liquido. Mayor usaba el algodén 
cardado comin y Tourainne se propuso 
estudiar el problema de la falta de poder 
absorbente de ese algodon. 

Nos refiere que fué testigo, en 1852, 
del esfuerzo que se hizo en los hospitales 
de Paris, a fin de utilizar varias veces, 
después de lavarlos, los pedazos de trapo 
que se denominaban ‘‘charpie’’; esfuer- 
zo inttil: estos se echaban a perder 
rapidamente, después de estar en 
contacto con el agua, apelmazandose, 
haciéndose un masacote, que se desinte- 
graba, finalmente, con las manipula- 
ciones. Estos ensayos se hicieron en 
Paris debido a que se dejé sentir la 
escasez de hilas y trapos para las curas. 

En 1855, en los hospitales de Cons- 


‘tantinopla, Tourainne logré reempla- 
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zar la ‘‘charpie’’ por algod6én tratado 
por la lejia y sometido a algunas manio- 
bras, que lo hacian muy absorbente, de- 
bido probablemente a que los Alcalis 
disolvian ciertas sustancias grasosas de 
la pelusa de algodén. A este producto 
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lo denomin6 algod6én hidréfilo, y en 1857 
publicé6 una nota sobre el resultado de 
sus experimentos. 

Describe la manera de usar el algo- 
don hidréfile, su superioridad sobre las 
hilas y trapos y el modo de prepararlo, 
resumiendo asi sus ventajas: es econd- 
mico, abundante, de servicio indefinido, 
evita el contacto del aire, mantiene uni- 
forme la temperatura del sitio lesionado, 
absorbe los liquidos exeretados y no hay 
peligros de contagio, ya que los Alealis 
(lejia) destruyen los virus. 

Como Tourainne proponia a la Comi- 
sion que se reemplazaran las hilas y 
trapos por su algodoén hidréfilo, ésta 
nombroé a los eminentes cirujanos, Luis 
Hidalgo y Carpio (1818-1879) y José 
Maria Barcelo y Villagran (1819-1872) 
para que estudiaran el asunto y rin- 
dieran un informe. Hste fué presentado 
después de minuciosa observacion, re- 
sultando no sélo favorable, sino elo- 
gioso para el Dr. Tourainne. Es impor- 
tante tener presente qui Tourainne 
publicé su ‘‘Nota acerea del algodén 
hidrofilo,’’ el 15 de diciembre de 1864; 
pero varios meses antes la habia dado 
a conocer a la Seccién Médica de la 
Comisién cientifica, supuesto que el 
dictamen de Hidalgo Carpio y de Bar- 
celé y Villagran, esta fechado el 7 de 
septiembre de 1864 (Gaceta Médica de 
México, 1864, tomo I, paginas 103-104). 

Por consiguiente, por agosto de 1864 
se empezé a usar en México, el algod6én 
absorbente, con fines  terapéuticos. 
i,Cuales seran las fechas en que se in- 
trodujo el uso del algodén absorbente, 
en cirugia, en las demas reputblicas de 
América? Quizias México tenga en esto 
la primacia, de honroso origen francés. 

Este utilisimo invento se fué perfec- 
cionando rapidamente y los industriales 
lograron poner en manos de la profesién 
médica el algod6én hidr6filo perfecto, por 
el afio de 1887, valiéndose de manipula- 
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fisicas y quimicas, bastante 


ciones 
complejas. 

Para terminar debo advertir el error 
en que estan ciertos autores, que con- 


sideran al notable cirujano francés 
Alphonnse Francois Marie Quérin 


(1817-1895) como el introductor del 
aleod6n en cirugia. 

Guérin public6é en 1847 su obra titu- 
lada, ‘‘Sur la fiévre purulente,’’ en la 
que sostenia la doctrina de que la septi- 
cemia se debia a la penetracién en el 
organismo de corptsculos animados que 
existen en el aire. En la guerra franco- 
alemana de 1870, llev6 a la practica su 
doctrina, aislando las heridas del aire, 
por medio del algodén en rama, para 
evitar la infeccion. 

Hasta 1885 publicéd su famosa obra 
‘‘Du pansement ouaté et de son applica- 
tion a la thérapeutique chirurgicale’’ 
cuando ya el uso del algodén hidroéfilo 
de Tourainne era universal. 

Siento no haber podido encontrar mas 
datos acerca de la personalidad del 
ilustre Dr. Auguste Tourainne. 


SUMMARY 


The author reviews the historical 
background of the use of cotton in sur- 
gery and points out that he has not 
been able to find anything about the in- 
troduction of this material into surgical 
practice in any of the histories of medi- 
cine or surgery which he has consulted. 
He describes the structure of the cotton 
plant, which originated in India. He 
discusses the extensive modern indus- 
trial use of cotton and emphasizes espe- 
cially the medical use of hydrophilic, 
sterilized cotton. He says that the use 


of this material is not mentioned in the 
books of the ancient or medieval period 
and is given little attention in modern 
literature. 

He continues with a discussion of the 
former therapeutic use of fibers and 
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fragments of fabrics of different kinds, 
material which was known in France by 
the name charpie. In order to canalize 
and drain deep lesions, the famous 
lechinos were used, but these were 
abandoned in the second half of the 
nineteenth century as a result of the 
introduction of hydrophilic cotton. 

The first author to report on the use 
of cotton in surgery was Tourainne, in 
1864. Mayor, the famous Swiss surgeon, 
used combed cotton, and Tourainne 
studied the lack of absorptive power 
of this material. In 1855 this surgeon 
succeeded in replacing charpie by cotton 
treated with lye and subjected to certain 
procedures which made it more ab- 
sorbent. The claims of Tourainne were 
verified by a committee composed of the 
surgeons Hidalgo and Barcelo, and ab- 
sorbent cotton began to be employed in 
Mexico in 1864, 

The author points out that Guerin 
was not responsible for the introduction 
of the use of cotton in surgery, as cer- 
tain authors have erroneously reported. 


RESUME 


L’auteur nous donne l’historique de 
l’emploi du coton en chirurgie et nous 
dit qu’il n’a pu obtenir aucun rensigne- 
ment sur l’emploi de cette matiére en 
chirurgie dans les nombreux ouvrages 
de chirurgie et de médecine qu’il a con- 
sultés. I] nous décrit la structure du 
cotonnier, plante originaire de 1’Inde. 
Le coton est employé en grande quantité 
dans l’industrie. En médecine on fait 
un grand usage de coton hydrophile 
stérilisé. Les livres de l’antiquité et du 
moyen age n’en parlent pas, et méme 
ceux de nos jours ne lui donnent que peu 
d’attention. 

Il discute l’emploi thérapeutique de 
différents fibres et fabriques, matériels 
désignés en France sous le nom de 
‘‘charpie.’’ Pour le drainage et la 
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canalization les ‘‘lechinos’’ furent em- 
ployés. On abandonna leur emploi 
dans la seconde moitié du dix-neuviéme 
siécle lors de 1l’introduction du coton 
hydrophile.  - 

Tourainne est le premier auteur qui 
nous parle (en 1864) de l’emploi du 
coton en chirurgie. Mayor, le célébre 
chirurgien suisse, fit emploi du coton 
peigné, et Tourainne étudia le manque 
d’absorption de ce coton. En 1855 Tou- 
rainne remplaca la charpie par un coton 
soumis a l’action de la lessive et a cer- 
tains procédés qui rendérent ce coton 
absorbant. Les chirurgiens Hidalgo et 
Barcelé confirmérent les communica- 
tions de Tourainne, et on commenca 
V’emploi du coton hydrophile au Méx- 
ique en 1864. 

L’auteur nous affirme que Guérin n’a 
pas introduit l’emploi du coton en 
chirurgie. 

CBox 


ABTop faeT ucTOpHuecKHH O630p xH- 
pyruyeckoro ynoTpeOeHHA BaTbI H OOpa- 
ulaeT BHHMaHHe Ha TO, 4TO B HCTOPHAX 
M€MUMHbI AH XHPypruv, C KOTOPbIMH OH 
ClpaBJAJICA, OH He Halles] HH OHO cnpaB- 
KH O BBCJeCHHH 3TOFO MaTepHadla B XHpyp- 
ruueckylO MpakTHKy. OH OMMCbIBaeT CTPO- 
eHHe BaTOUHOTO pacTeHHA, KOTOPOe Mpo- 
ucxogzuT B Mygzun. On OOcyxmaeT WIMpO- 
KOe€ MOJepHOe MPOMBILIIeHHOe MpHMeHe- 
HHe BaTbI H OCOOeHHO MOAYePKHBaeT Me- 
AMUMHCKOe ynoTpe6eHHe rurpocKonnye- 
CKOU, CTePHAH30BaHHOHK BaTbI. OH TOBOpHT, 
4uTO ynoTpeOeHHe 9TOTO MaTepHalla He 
yNOMAHYTO B KHHrax ApeBHero HIM cper- 
HeBeKOBOrO MepHoOsa WH MaJO yNOMAHYTO 
B HOBOH JHTepatype. 

3aTeM caemkyeT JMCKyCCHA O CTapoM Te- 
panmeBTH4¥eCKOM ynOTpeOJeHHH BOJIOKOH HU 
OOpbIBKOB TKaHeH Pa3HbIX COPTOB, KOTO- 
pbie ObIM H3BeCTHbI BO PpaHiHH MO uMe- 
Hem Kkopnuu. J IA KaHalM3allMu UM Lpenaka 
rayOokux MOBpexeHHH ynoTpeOAAMCb 
3HaMeHUTHIe “lechinos,” HO Mocie BBeeHHA 
BO BTOpOH NomoBHHe 19-ro cTOmeTHA rur- 
pockommueckow BaTbl, 9TOT cmocoO Obi 
OcTaBJIeH. 

TlepBbIM aBTOPOM CileaBLIMM OKIa O 

(Continua en pagina 501) 








NOTICIAS y ANUNCIOS 


Facilidades para Médicos Iberoamericanos 
Que Llegan a los Estados Unidos.—En la 
Academia de Medicina de Neuva York existe 
una seccién denominada Inter-American Bu- 
reau of Medical Information, cuyo objeto 
es procurar toda clase de facilidades a los 
médicos iberoamericanos que llegan a los 
Estados Unidos, con deseos de ampliar sus 
conocimientos. 

La Academia también mantiene en la 
Quinta Avenida y calle 103, New York, una 
exposicién permanente de los productos 
farmacéuticos y medicamentos fabricados 
por las principales casas de los Estados 
Unidos, con fines culturales y no comerciales. 

La Academia de Medicina de Nueva York 
y su Biblioteca, una de las mas nutridas del 
mundo, invitan cordialmente a todos los 
médicos iberoamericanos a que visiten la 
Academia, asistan a sus reuniones cientificas 
y pidan cuanta informacién necesiten. 


Sociedad Venezolana de Cirugia.—El 16 
de marzo se efectué la sesién inaugural de 
la Sociedad Venezolana de Cirugia en el 
Paraninfo de la Universidad Central. Una 
nutrida concurrencia entre le cual se encon- 
traban altas personalidades de_ circulos 
cientificos y sociales de Venezuela prestigié 
el solemne acto cultural en donde pronun- 
ciaron vibrantes discursos el Dr. Domingo 
Luciani, Presidente de la Sociedad, y el 
Dr. Salvador Cérdoba, orador de orden. 


El Dr. Francisco Najera, F.I.C.S. (Hon.), 
que durante varios aios fué Embajador de 
México en los Estados Unidos de América, 
ha sido designado Secretario de Relaciones 
Exteriores de los Estados Unidos Mexicanos. 


Primer Congreso Internacional de Neuro- 
cirugia.*—Entre el 1 y el 4 de marzo del 
presente ajo, se llevé a efecto en Montevideo 
el Primer Congreso Internacional de Neuro- 
cirugia, auspiciado por el Gobierno del Uru- 
guay y por la Universidad de Montevideo. 

Presidente del Congreso fué el Prof. Ale- 
jandro Schroeder y el Prof. Agregado Dr. 
Roman Arana, Secretario General. 

Desde todo ‘punto de vista, el Congreso 
fué un éxito absoluto. Asistieron delega- 


* Reproducido de los Archivos de la Sociedad de 
Cirujanos de Hospital (Santiago de Chile), junio de 
1945. 


ciones de la mayoria de los paises sudameri- 
canos; se presentaron mas de 120 trabajos, 
que representaban el sentir y la labor de los 
diversos Servicios de Neurocirugia que 
existen en Sudamérica y—ademas—hubo 
conferencias a cargo de los Profs. Castex, 
Houssay y Clemente Estable. La delega- 
cién chilena que iba en representacién de 
las Instituciones Asistenciales del pais, ade- 
mas del de la Sociedad de Cirujanos de 
Hospital, estuvo formada por los Dres. Al- 
fonso Asenjo y Mario Contreras e integrada 
por los Becados Dres. Esteban D. Rocca y 
Francisco Rubén Perino, tres de ellos socios 
de nuestra Institucién. Este Congreso sir- 
vié para unir a todos los neurocirujanos y, 
al lado de la gran importancia cientifica y 
profundidad de los trabajos que se presenta- 
ron, hubo también una intensa actividad 
social, debida a la amabilidad de los organi- 
zadores. Las misiones extranjeras fueron 
recibidas por el Presidente de la Repitblica, 
por el Ministro de Instrueccién y por el Min- 
istro de Salubridad. La delegacién chilena 
tuvo la inmensa satisfaccién de recibir el 
honor de que, por unanimidad, se acordara 
que la sede del pr6éximo Congreso fuera San- 
tiago de Chile, en abril de 1947. 

El Instituto Central de Neurocirugia y 
Neuropatologia ha iniciado ya las gestiones 
para darle a este Congreso todo el brillo que 
merece. Los temas a tratar seran: 


a) Tratamiento de los abscesos del cere- 
bro. 

b) Hidrocefalias y 

c) Relacién entre la clinica y la histologia 
de los gliomas. 


A raiz del Congreso, la delegacién chilena 
fué invitada a dar conferencias en Rio de 
Janeiro, San Pablo y Porto Alegre. 


III Congreso Americano de Cirugia.*— 
Los cirujanos de la Reptblica Oriental del 
Uruguay han decidido celebrar en 1946 el 
III Congreso, Americano de Cirugia. 

Uno de los miembros mas prominentes uU: 
la Sociedad de Cirujanos del pais vecino, el 
Dr. Fernando Etchegorry, ha estado de pas¢ 
por los diferentes paises sudamericanos com 
pulsando las opiniones y dando a conocer lz 


* Reproducido de los Archivos de la Sociedad di 
Cirujanos de Hospital (Santiago de Chile), junio d 
1945. 
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forma en que se llevara a cabo dicho Con- 
greso. El Dr. Etchegorry, que cuenta con 
una amplia simpatia en todos los circulos 
quirirgicos sudamericanos, fué festejado 
especialmente por la Sociedad de Cirujanos 
de Chile, ya que ella ha sido la entidad que 
ha impulsado en forma mas entusiasta la 
celebracién de este préximo Congreso. El 
Dr. Etchegorry fué recibido en una Sesién 
especial por el Directorio de la Sociedad, y 
un grupo de ex-presidentes le ofreciéd una 
comida en que se brind6é por el éxito del 
Congreso aludido. El Dr. Julio Bahr, Presi- 
dente de la Sociedad de Cirujanos de Hospi- 
tal, atendié especialmente al Dr. Fernando 
Etchegorry. 

Los temas que se diseutiran en el III 
Congreso Americano de Cirugia, son los 
siguientes: 
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1—Fractura de la pelvis (tratamiento). 

2—Tratamiento quirtrgico del cancer del 
esdfago, y 

3—Cirugia de las vias biliares (complica- 
ciones y secuelas). 


Del 4 al 7 de Diciembre se celebrara en 
Santiago de Chile el VIL Congreso Chileno 
de Cirugia y la XIV Semana de la Experi- 
encia Quirtrgica. Los temas oficiales versa- 
ran sobre el cancer del recto, shock, ectopia 
testicular y cirugia de la esterilidad en la 
mujer. Seran Relatores en este Congreso 
los Drs. Middleton, Pina, Estevez, Yodice, 
Urrutia, Abud y Cruz. 

El Congreso acepta contribuciones a los 
temas oficiales y, ademas, habran Sesiones 
especiales para temas libres y cinamato- 
grafia. 





{QUIENES INTRODUJERON EL ALGODON EN CIRUGIA? 


(Continuacién de la pagina 499) 


XHPYPrHueCKOM TIPHMeCHeHHH BATH! ABJIAeT- 
cx Tourainne, B 1864 rozy. Mayor, 3Hame- 
HUTLIM WiBelWwapcKHi xupypr, ynoTpedssAa 
yecaHHyl0 BaTy, H Tourainne H3y4al HeO- 
CTaTOK BIIMTbIBaOlllero CBOMCTBa 9TOrO 
MatepHasa. B 1855 rogzy 93TOoT xupypr 
CYMeJI 3aMe€HHTb KOPN BaTOH, OOpabo- 
TaHHOHM ULeOUbIO HW NOABeprHyTOH pa3JH4- 
HbIM MIpoweccaM, CeaBuIHx ee Govee BIIH- 


TbIBalolleH. Ero 3aABJeHHA ObIIM NOATBEp- 
*KJLCHbI KOMHCCHeH COcTOAULeH M3 XHpyp- 
ros Hidalgo u Barcelo, u B 1864 rogzy rurpo- 
ckonMuecKad BaTa Hadala ynoTpeOAATbCA 
B Mexkcuke. 

AsTop OOpallaeT BHHMaHHe Ha TO, 4TO 
Guerin’y He TIpHHaiexKUT 4eCTb BBeAeCHHA 
xMpypruyeckoro ynoTpeOJeHHA BaTbI, KaK 
OWMOOUHO LONO#KMIH HEKOTOPbIe aBTOPHI. 








